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With the present acceleration of research and the increase in our knowledge of 
pharmacology, the trend in medicine is more and more towards specificity in diagnostic 
and therapeutic agents. 

One such specific agent is piperoxane, a synthetic adrenolytic substance for use in 
the diagnosis of ** functional ‘* chromaffin tumours. In cases of hypertension in which the 
presence of this rare tumour in the adrenal medulla or elsewhere is suspected, piperoxane 
may provide the necessary evidence of hypersecretion of pressor substances. It is 
suggested also that it may be of value during surgery in this condition to guard against 
the effects of excessive liberation of adrenaline and related substances. 

The incidence of the condition is extremely low, but — being more frequently 
suspected, and because in some cases 2 negative response may be of value — there would 
appear to be some justification for more widespread use of the piperoxane test. 

The firm of May & Baker believe it to be in the interest of medical progress that 
such products should be made readily available even though they may not often be needed 


mas rscirece QD are monufoctured by 


MAY & BAKER LTD 


MA 48551 
(ANE SECEDE. Op eR aE 
PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD. DAGENHAM 


For contents of this issue see overleaf 








MAGSORBENT 


for perfect iieteol- of 
Intragastric sadlttione 


Magsorbent is an Antacid-Adsorbent which can be pre- 
scribed without fear of astrigency, constipation or acidosis. 
Its unique chemical properties ensure :— 


Me Prompt reduction of hyperacidity. 
2. Continuous control by virtue of a strong residual antacid 


1. Powder for routine use 

2. Chocolate-flavoured Tablets 
for ambulatory cases 

3. Magsorbent ¢ Atropine for 
combined therapy 


Samples and literature on request 


KAYLENE, LIMITED 


WATERLOO ROAD, LONDON, N.W.2 
‘Sole Distributors : ADSORBENTS, LTD. 
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IMPROVED PRESENTATION 


FOR IRON DEFICIENCY ANA MIAS, ferrous sulphate is universally accepted as the 
most efficient compound for oral administration. The improved method of presentation 
in ‘Plastules’ ensures maximum absorption and utilisation. The tasteless, easy-to-swallow 
capsules rapidly disintegrate and the ferrous sulphate in a semi-solid condition is 
quickly absorbed, with avoidance of gastric irritation 


*Plastules * are available in four varieties : Plain; ‘ PLASTULES ’ 


with Liver Extract ; with Folic Acid ; and with Hog Trade Mark 
Stomach. HAMATINIC COMPOUND 


f . } 
Myeth | JOHN WYETH & BROTHER LTD Clifton House Euston Road - London, N.W.1 
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PRE-NATAL DIET 


and the course of PREGNANCY 


The normal functioning of the reproductive organs 
during pregnancy depends, among other things, upon 
an intake of vitamins and minerals. 

Medical opinion is gaining ground that an increased 
quantitative requirement for vitamin B is indicated in 
late pregnancy andthe early puerperium. Its admin- 
istration during the period before childbirth has 
resulted in less vomiting and nausea and in marked 
improvement in the nutritional value of the breast milk. 
In order to assure the building of the foetal bones 
in utero and a supply of a necessary constituent of the 
breast secretions, the importance of calcium is also 
established. 

In Supavite Capsules the practitioner has at hand a 
combination of these and other essential vitamins and 
minerals in scientifically balanced form of particular 
value in maternity cases. 


SUPAVITE 


CAPSULES reg 
THE ANGIER CHEMICAL CO. LTD. 86 CLERKENWELL RD. LONDON, E.C.1 


The value of the constituents of 
*Supavite’ in prepnancy may be 
summarised as follows 

Vitamin A Assists growth. Anti- 
infective and anti-xerophthalmic. 

Vitamin B, Assists growth. Aids func- 
tions of the gastro-intestinal tract 
and the nervous system. 

Vitamin B, Maintains nervous 
stability, healthy skin. Assists 
digestion. 

Vitamin C 
secretions. 

Vitamin D Maintains calcium-phos- 

horus balance in the blood. 
obilises bone-forming substances. 

Vitamin E The fertility or anti-sterility 
vitamin. 

Nicotinamide Essential for the health 
of the skin and alertness of the brain. 

Iron For correcting tendency to anemia. 


Calcium An aid to formation of foetal 
skeleton and enrichment of breast 
milk. 

Phosphorus Necessary in general 
metabolism and the nutrition of the 
nervous system. 


An adjuvant in lacteal 
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dihydrostreptomycin 


together now 


TO COMBAT 


Superficial infections that fail to respond to 


LOCAL 


treatment with penicillin ointment will 
often yield to the new MYSTREPTON INFECTIONS 
OINTMENT. Together in Mystrepton, 
penicillin and dihydrostreptomycin exert 
a@ synergistic action on sensitive organisms 
and, with its wider bacterial spectrum, 
the ointment attacks both gram-positive 
and gram - negative organisms. Infected 
wounds and indolent ulcers are typical of 
the mixed infections in which the ointment 
is wisely used. And the special neutral 
ointment base secures penetration into 


cavities and crevices. 


MYSTREPTON 


OINTMENT 


2.000 units crystalline sodium penicillin G and 10,000 
units dihydrostreptomycin sulphate per gram: }-oz. tubes, 


3/6d, less usual professional discount 


GLAXO LABORATORIES LTO., GREENFORD, MIDDLESEX BYReon 3434 " 
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INDEX OF NEW 
An information Service on New Drugs 


This service provides such details as: 


PRODUCTS 








Composition | | Properties | Dosage | Contraindications 











| Storage | | Packing | Price | Suppliers | 











| Clinical Indications | 





References to the Literature | 





Subscribers for 195! will receive all the cards as they are issued for the current year, a filing cabinet 
(inland subscribers only) and guide cards 
Since the inception of this service in 1949 approximately 260 new products have been dealt with and the 
information is kept up to date by the issue of replacement cards. New subscribers can receive all the 
cards issued during 1949 and 1950 for an additional inclusive fee of two guineas 
A cumulative therapeutic index is despatched to all subscribers every six months together with an index 
of analogous preparations 
These form a convenient cross-reference by classifying products under their therapeutic, diagnostic or 
prophylactic uses and under the headings of non-proprietary chemical or laboratory names, or a name 
accepted by the British Pharmacopceia, or British Pharmaceutical Codex 


Annual subscription €2 2s 


Remittance with order is requested 


THE PHARMACEUTICAL PRESS 
17, Bloomsbury Square, London, W.C.! 


Full details on application 

















Instrument Repair 
Service 


Now, as for many years, the really specialist 
House in every type and kind is 


POLDEN’S 


Based on extreme thoroughness in work- 
manship, an unsurpassably good service in 
speed is always available Top priority is 
always given to genuine emergencies. Costs 
are very, very moderate, and the resulting 
doubling, at least, of an instrument's life, is 
an enormous saving. From forceps to stetho- 
scopes, and sphygmomanometers to syringes 
from A to Z of all instruments we 
specialise in repairing and supply new 


RE-PLATING —-ENGRAVING 
NEW INSTRUMENTS SUPPLIED 
LARGE STOCKS HELD 


10 BURNEY AVENUE 
SURBITON, SURREY 


Telegrams ** Surgical, Surbiton’ 














FAVOURITE 
PRESCRIPTIONS 


| ** There are few medical men who will 


not find something of value in this 
symposium, and to put new heart into 


the weary practitioner there is perhaps 


no better prescription than the stories 
related in Lord Horder’s section of 
the book.”’—Sr. Bart’s. Hosp. Journal. 


Fully indexed—80 pp.—Price 4s. 4d. 


The Publishing Department 
THE PRACTITIONER 
| 5 Bentinck Street, London, W.1 
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INSTRUMENTS AND APPARATUS 


IN ORTHOPAEDIC SURGERY 
E. J. NANGLE 


This volume will be the accepted standard and guide for the orthopedic surgeon’ 
and will prove of especial benefit to those concerned with the prescription of 
appliances for disabled persons. The design of appliances for various condi- 
tions is discussed in detail, and supplemented with a wealth of illustrations 
which virtually make an atlas of this work 


Crown 4to 230 pages. 


PHYSIOLOGY OF THE 
NEWBORN INFANT 
CLEMENT A. SMITH 
Second Edition 
The second edition of this classic work 
has been completely revised, and those 
chapters dealing with respiration, nutri- 
tion, and renal function have been re- 
written. The practical value of this 

volume cannot be exaggerated. 
365 pages. 55s, net. 


BLACKWELL SCIENTIFIC PUBLICATIONS 


200 illustrations. 42s. net. 


TUBERCULOSIS AMONG 
CHILDREN & ADULTS 

J. ARTHUR MYERS 

Third Edition 
This new edition contains much new 
material on the control of the disease, 
tuberculosis in senility, and other as- 
pects of tuberculosis as a Public Health 
problem. It provides a sound and 
concise guide for everyday use. 
897 pages. £4 15s. net. 








DISCOVERY 


Europe’s most popular science 


magazine contains the following 

articles for August : 

Science in Russia 

A Revolution in Factory Design 

Soil Analysis and the Farmer 

Social Science of the Ageing 

Operational Research Scientists 

The Helicopter Comes of Age 
Specimen copies available 

Price 1/6 monthly 18/- Yearly 


JARROLD & SONS LTD. 
COWGATE, NORWICH 
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COUNCIL 
A RECENT PUBLICATION 


The Control of 
Cross-Infection in Hospitals 
by the 


Sub-committee on Cross-Infection in 
Hospitals. (Revised 1951.) 
Is. 9d. (Is. 11d.) 45c 


Memorandum No. 11 


GOVERNMENT PUBLICATIONS 
SECTIONAL List No. 12 


A list of the publications of the Medical 
Research Council and their Industrial 
Health Research Board. Free of Charge 
Prices in brackets include postage 
dollar prices are post free in the United States 
of America 


H.M. STATIONERY OFFICE 
P.O. Box No. 569, London, S.E.i; Edin- 
burgh; Manchester; Birmingham; Cardiff; 
Bristol; Belfast; or through any bookseller; 
and BRITISH INFORMATION SERVICES, 
30 Rockefeller Plaza, New York, 20, U.S.A. 
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For maximum safety in use... 


M.1.E. Mark Il HOSPITAL PORTABLE ELECTRIC 
SUCTION APPARATUS 


Operated by a spark-proof 1/12th. h.p. induc- 
tion motor and controlled by a spark-proof 
switch to ensure maximum safety when used 
in the presence of volatile ether gases. Fitted 
with twin automatic change-over bottles 
and variable suction control—upto 35cm H.g. 
Supplied in two voltages: 200-220v. A.C. and 
230-250v. A.C 


MEDICAL & INDUSTRIAL 
EQUIPMENT LTD. 


SPECIALISTS IN ANAESTHETIC APPARATUS AND SURGICAL INSTRUMENTS 


10 & 12, New Cavendish Street, London, W.! 
Telephone : Welbeck 185! & 1504 
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+ Ab), 
o”” PASSIORINE %%, 


SEDATIVE @ ANTISPASMODIC @ CARDIO.TONIC 


Ext. Passiflora Incarnat. Liq. Ext. Salix Alb. Lig 
Ext. Crataegus Ocyacanth. Liq. Sweetened aqueous vehicle 


Exercising a calming and regulating effect on the nervous system, with antispas- 
modic action, Passiorine forms an invaluable medication for vagosympathetic 
disturbances. Free from toxicity and habit formation it is idea! for prolonged courses 
of treatment and is particularly suitable during the MENOPAUSE and in func- 
tional disorders of the heart 


POSOLOGY PACKING bottles of 100 cc 


One teaspoonful three times a day and two Dispensing Packs: Bottles of 16 and 80 fluid 
or three at bedtime ounces 


LITERATURE AND SAMPLE ON REQUEST 


BENGUE & CO. LTD., Manufacturing Chemists 
MOUNT PLEASANT + ALPERTON «© WEMBLEY - MIDDLESEX 
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A SPENCER SUPPORT 


compensates for 


Sacro-iliac or Lumbo- Sacral 
Instability 


The reason why Spencer Supports are so effective 
is: Each Spencer Support is individually designed, 
cut and made—after a description of the patient's 
body and posture has been recorded, and 15 or 
more measurements have been taken. This 
assures the doctor that each patient will receive 
the proper design to aid his treatment; that the 
support will improve body mechanics and will fit 
with the precision and comfort necessary. 

The Spencer Support you prescribe for Sacro- 
iliac or Lumbo-sacral instability will be designed 
to 


* Provide co-operation of abdominal and back 
support to modify any abnormal tilt of pelvis 
Thus body mechanics are improved. 


Grip pelvic girdle so effectively, 
stabilization of pelvis will result. 


Immobilize the lower back when 
it is desirable to inhibit move- 
ment of specific parts (immobiliz- 
ation of entire back is provided 
when prescribed). 


Spencer Sacro-il.oc 
Spencer Supports vary all the way enppore — 
- : especially for this 

from flexibility to rigidity depending man to immebitize tower beck. A paivic band of 
on the requirements. Comfortable non-elastic webbing (see inset) encircles the pelvic 
to sleep in when continuous day and girdle inside the support. 't may be adjusted from 
f * ' outside without disturbing the body support will 

night support is necessary. not yield or slip under strain. The strain of sup- 
; _ porting the abdomen is placed on the pelvic girdle 

For further information write to: Not on spine at or above the lumbar region 


SPENCER (Banbury) LTD. 


Consulting Manufacturers of 


Surgical and Orthopedic Supports 


Spencer House BANBURY Oxfordshire 
Tel. 2265 


BEWARE OF IMITATIONS. Spencer (Banbury) Lid. regret the necessity of issuing warning to beware 
of copies and imitations. Look for the SPENCER LABEL stitched in the Spencer Support and ensure 
that it is a genuine Spencer Support and not a so-called copy 

Spencer copyright designs are original and distinctive and for more than 20 years have been recognized 
by the Medical Profession as a symbol of effective control for abdomen, back and breasts 


Appliances supplied under the National Health Service 
Trained Fitters available throughout the Kingdom 


Copyright: Reproduction in whole or in part is prohibited except with the written permission 
of S(B) Ltd 
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AMPLIFICATION 
and 
SELECTIVITY 


is of total importance to 








General Practitioners, Specialists, 
Anasthetists, Cardiologists and Midwives. 


Three valve electronic Amplifier. 
True reproduction of Heart and re 
spiratory sounds. 
Variable selectivity and sufficient 
amplification for all purposes. 
Unobtrusive vest pocket size, and of 
robust design. Fully guaranteed. 
Special Model Available For Presbyacusis 
Write for 


Fully descriptive literature upon request 


Model on approval. Free demonstration 


Acoustieon 


N.E.P. cardIioPHOWE 





122 WIGMORE STREET, LONDON, W.1. Telephone: WELBECK 0935 


Obdtainable from all Surgical Instrument Suppliers and Acousticon Dealers 
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Camprohensine Service 


The Energen Dietary Service offers to the Profession 
SUPPLIES OF DIET CHARTS 


in a form convenient for handing to patients. 


A FILING BOX 
containing an indexed supply of standard dietaries for 
many common ailments 


SPECIAL DIETARIES 

to suit the needs of individual patients are prepared on 
receipt of appropriate particulars from the patient's 
medical attendant. 


INFORMATION 


on all aspects of diet and nutrition 


ANY OF THESE SERVICES ARE AVAILABLE FREE 
OF CHARGE TO REGISTERED PRACTITIONERS 


on application to 
ENERGEN DIETARY SERVICE (Dept. C.37) 65, POUND LANE, LONDON, N.W.! 
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CORSETRY SERVIC! 


~ 
Cc brainable through Resident Spire 


ieres everywhere. For addresses sec 
n the Telephone Directory 


or on application to 


The 
SPIRELLA COMPANY of GT. BRITAIN 
LIMITED 


LETCHWORTH HERTS TEL : LETCHWORTH 159 


AND SPIRELLA HOUSE XFORD CIRCUS, LONDON, W.! TEL. REGENT 2832 
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for men who rely 


on their cars... 


It pays to say | 


for all petroleum products 


ESSO PETROLEUM COMPANY, LIMITED 
36 Queen Anne’s Gate, London, $.W./ 





FOR A SOUND INVESTMENT 
ON SUMS UP TO £5,000 
YIELDING 


22% 


TAX PAID 


HASTINGS <oo- 
AND THANET 


BUILDING SOCIETY 


ASSETS £14,000,C00 
RESERVES £800,000 


Write for Booklet 

Head Offices: Hastings and Ramsgate 
London: 99 Baker Street, W.! 
Northern: 41 Fishergate, Preston 


more 
cares 
about 


stairs ! 


Doctor's orders need not mean complete immobility 
Being able to get around the house gives a patient 


greater confidence in his own state of health 


Home LIFT 


HAMMOND & CHAMPNESS LTD., Gnome House 
Walthamstow, London, €E.17 
LARkswood 107! 


Write for 
leaflet from 


Lane 
Telephone 


Blackhorse 
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Desiderata in 


MENSTRUAL HYGIENE 





@ Elimination of the risk of infection of 
perianal origin 


Freedom from vulval irritation 


and chafing of the thighs 


Normal physical activity, confidence 


and avoidance of mental strain 
during the menstrual period 


@ Security, comfort and freedom 


These pre-requisites for efficient menstrual 
hygiene are all incorporated in... . 


TAMPAX 


Sanitary Protection Worn Internally 


Available in two absorbency sizes: Regular Tampax No. 1 for normal requirements: 
Super Absorbent Tampax No, 2 for parous women and when greater absorbency is 
required. Literature and Samples of both absorbency sizes will gladly be sent on request to 
Medical Department, Tampax Limited, 110, Jermyn Street, London, S.W.1 
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Announcing 


RUT ERCHOLUN 


A New Approach to the Therapy of 


Hepato-Biliary Disorders 


Rotercholon 


is another product of outstanding therapeutic potency by the 
manufacturers of ROTER Tablets. 


Hotercholon 


combines a powerful cholagogic and choleretic action with biliary 
antiseptic, sedative and mildly laxative effects. Its use provides, in 
effect, a physiological flushing out of the biliary passages, preventing 
stasis, with consequent precipitation of cholesterin, and relieving 
inflammation. 

These properties indicate its value in hepato-biliary disorders such 
as cholecystitis, cholelithiasis, cholangitis and hepatic insufficiency. 
Ample clinical trials have confirmed its value in many previously 
resistant cases. 


Rotercholon 


is completely innocuous and has no unpleasant side-effects. 





Medical practitioners are invited to send for further particulars and 
clinical trial supply. 


F.A.1.R. LABORATORIES LTD 


183 HEATH ROAD, TWICKENHAM, MIDDLESEX 
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(ESTROGEN REPLACEMENT and SEDATION 


UN 
at the menopause ) 


Increased irritability is often evident during the female Wns 
climacteric and many women find the mental tension ane 

harder to endure than the hot flushes and other vaso- 

motor upsets. For these patients, phenobarbitone 
has been combined with ethinyl estradiol in ie \ SY 
Ethidol Sedative Compound Tablets, to give a 3  \ 
preparation which relieves both the mental and : -_ . 

the physical symptoms. Ethinyl cestradiol SG 
Ethidol) is a derivative of the natural follicular ALC yr 

hormone and, unlike other synthetic oestrogens, yy, 
produces a feeling of well-being which is very | f 


valuable at the menopause. 
i 





ETHIDOL SEDATIVE COMPOUND <I V , 


/ 
contain Ethinyl Oestradiol 0.01 mg. Phenobarbitone 15 mg. (4 grain) ih \\ eS 


AVAILABLE IN CONTAINERS OF 25, 100 AND 500 


he: 
~ 


\ 


h 
SS 
U 








)) 
LA 
Literature and samples gladly supplied upon request. “Lf 


BRITISH SCHERING LIMITED m d 


229-231, Kensington High Street, London, W.8 Telephone: WEStern 8111 


¥ * Smportance of Diet in 
Mental aia ol 


Certain types of mental disease appear to be associated with dietary 

deficiencies; an extreme example of this is the mental disorder which 

may be encountered in pellagra. Vitamin deficiencies may also 
accompany minor mental ailments. 


4 ) \' var Ma, = 


SB 38 SI 














Marmite, which supplies nearly all the known factors of the vitamin B 
complex, is used extensively in mental hospitals. It is also added, in 
some cases, to the nasal feed of glucose which is given after insulin 


shock therapy. 


yeast extract 


RIBOFLAVIN (vitomin B,) 1.5 mg. per oz NIACIN (nicotinic acid) 16.5 mg. per oz 
Obdtainable from Chemists and Grocers 
Special terms for packs for hospitals, welfare centres and schools 
THE MARMITE FOOD EXTRACT CO. LTD., 35 SEETHING LANE, LONDON, E.C.3 


Literature on request 
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* Dor 
RHEUMATISM .- GOUT - ARTHRITIS 
| FIBROSITIS - CYSTITIS - PYELITIS 


Diuromil 


ACTION 


@ Diuromil has twice the solvent power of 
Piperazine. 
@ Restores acid base equilibrium. 
@ Removes the underlying cause of the uric 
diathesis. 
@ “Mobilises", dissolves, eliminates Uric 


STAPH. AUREUS. Acid. Abas ; 
@ Prevents precipitation of Uric Acid. 
B. PROTEUS @ Non-toxic— Non-irritating. 


Literature and samples gladly 


AND PROMOTION OF HEALING Pray. 
Remarkable clinical results have been PHARMAX LIMITED 
obtained by the use of Cimlac Gauze in the The Organ Works, Old Hill, 
treatment of pyogenic infections including those Chislehurst, Kent. 
resistant to the Sulpha Drugs and Penicillin. 
Apart from its value as a bacteriostat, Cimlac 
Gauze provides the bland healing properties 
of sterilised glyco-gelatin which promotes 
proliferation of healthy granulation. 


FORMULA 


Aminacrine Hydrochloride ... i 0.1% 

er 0.1% 

Phenylmercuric Nitrate ee | lf 
In a Sterilised glyco-gelatin base 


INDICATIONS ' ‘aon MODEL 


— } the He 
Gravitational Ulcers, Pressure Sores, Car- BB ay onay ww! 


buncles, Boils, Wounds, Burns. As a post- 
operative dressing in Rectal operations. In 
the preparation of tissue surfaces for skin 
grafts. ; Perfect Dial Control 
At present available only to Hospitals, Private of mixture for - 
Practitioners, and Medical Departments in Analgesia + Anaesthesia . 


for use by the Doctor 
Industry. in cases of Maternity BEDRAIL ATTACHMENT \\ 


_ or Minor Surgery Sor use in the WO SPITAL 
CIMLAC aa 
GAUZE oo /} 








CYPRANE ETD Howorth Keighley Yorks 
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VERACOLATE 


The true cholagogue-choleretic 
for Bile Salts therapy... . 





Veracolate*, which acts as a 
physiological choleretic and 
restoring the 


secretion of bile to normal, is a 


cholagogue 
highly effective product for the treatment of hepato- 


in 
biliary disorders. 


The cholagogic effect is produced 
by the bile salts Sodium Taurocholate and Sodium 
Glycocholate ; the increased flow of bile has a valuable 
flushing effect in the gall-bladder and ducts, and the 


laxative properties of Veracolate promote peristaltic 
stimulation and ensure evacuation. 


INDICATIONS. 
insufhiciency 


Functional 
Infections 


of the 
of the 
tract. Obstructive jaundice. 
Biliary drainage (1 
gical) During an 
pregnancy. Hypoprothrom- 
Habitual consti- 
For prophylaxis 
gall-stone diathesis 


sur- 


binaemia 
pation 
where 


exists 


PACKING 

In bottles of 50 and 100 tablets. Also in 
bottles of 500 for dispensing purposes ; not 
subject to Purchase Tax when on 
prescription. 


FORMULA Sodium 1-07 
Sedium Glycocholate Ext. Cascara 
Sagrada 1°00 grains ; Phenolphthalein 0°50 grains 

| Oleores. Capsic. 0°04 grains. 





Taurocholate grains ; 
1°07 grains; 








PREPARATION 


HAS EVER BEEN AUVERTISED 





Uikliam R.WARNER and @. ttd..Cower Road, Loniton UW 4. 
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introduced 
‘BECOSY M’ 


Vitamin B-Complex Syrup 


In addition to tablets and ampoules, ‘ Becosym’ has recently 
been introduced in the form of a syrup. * Becosym ° Syrup has 
been specially designed for administration to those who find 
difficulty in taking tablets. It is a palatable syrup and the 
dosage is easy to adjust to the requirements of the patient. 


pwly- 


*‘Becosym’ Tablets and Twin-Ampoules 
* Becosym” Tablets for oral administration and * Becosym’ 
Twin-Ampoules for administration by intramuscular or 
intravenous injection. 


VITAMIN CONTENT 


B-Complex Factors Tablets Syrup | , Twin- 


Cs. Ampoules 


Aneurine oS Smg. | 5 mg. 10 mg. 
Riboflavin... . 2 mg. 2mg. | 4 mg. 
Nicotinamide .. . 20mg. | 20mg. 40 mg 
Pyridoxine ... . 2 mg. 2 mg. 4 mg. 
Calcium Pantothenate 3 mg. 

Panthenol ... . | 3 mg. 6 mg 


PACKINGS 
* Becosym ° Syrup in bottles of 100 c.c. and 16 fl. oz. 
* Becosym ’ Ampoules in packings of 6 and 50 (twin-ampoules) 
* Becosym ’ Tablets in packings of 25, 100 and 500 


ROCHE PRODUCTS LIMITED 


Welwyn Garden City, Herts. 
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NEPENTHE ) 


Registered 


THE SAFEST AND BEST PREPARATION OF 
OPIUM 


























constituents of 


Nepenthe contains all the 
opium and has been prescribed for over 100 


years it has been found by generations of 
practitioners to be the best preparation of 
the unpleasanr ANTI 
- 


opium, as it does not cause 
attributed to opiates. Ie 


after-effects usually 
can be given over a considerable period and 
the effect remains invariably constant 


2-oz 4-oz., 8-oz. and 6-02 
injection im -or. rubber 
ready ¥3 use CALPED provides the fungistatic properties 
of Parachiorophenylether and Phenyimercuric 
Nitrate and exerts a marked inhibitive action 
over a wide range of pathogenic fungi, includ- 
ing Microsporon audouini, Monilia albicans, 


[F [= [°) [2) | S ) Trichophyton mentagrophytes (gypseum) and 
/ Trichophyton rubrum (purpureum). The 

anti-pruritic action of CALPED Cream 

relieves itching associated with Dermato- 


& Co., Ltd. 
phytoses and Vulvo-vaginitis, and can be 
B R | ST re) L applied over long periods without 
risk of toxic reaction. CALPED is 
Telephone Bristol 2138! available as a cream or powder. For 
Telegraphic Address FERRIS, SRISTOL Ke ee geo 
ses the application of the cream 
is recommended unt the in 
fection is cleared. The powder 
may be used if a dry appli- 
Cation is indicated. or as 
measure 


Packed in 
bottles, and for 


capped bottles, sterile 











2 prophylactic 
against re-infection 


9 
INDICATIONS: 
Dermatophytoses, Tinea 
Pedis, Tinea Cruris and 


Monilia infections 


INHALER Calped Cream Containing 
FOR Parachlorophenylether 0.5 
Phenylmercuric Nitrate 
0 004°... ina Bentonite Cream 
base. Available in 1 oz. Jars 
Calped Powder : Containing 
Parachlorophenylether 2%, 
Phenylmercuric Nitrate 
0.004"... in an Amylum 
Powder base. Avail- 


DELIVERED - 
IMMEDIATELY es or 











First Month’s Hire (4 , 
£3 3s. Od. ; oem 
CALPED 


Second & following do. t 
£2 2s. Od. 
FUNGICIDE 


Telephone 
VIC. 1676 
THE INHALATION Samples and literature on request. 


INSTITUTE LTD. 
87 ECCLESTON SQ., LONDON, S.W.1 


Tel; CREWE 1251 (5 tines). LONDON: EAGLE HOUSE, JERMYN ST SW 
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Proteolysed Liver B.P.C 


Indications : all forms of macrocytic anaemia, refractory 
anaemia, hypoproteinaemia, coeliac disease, sprue, 
anaemia of pregnancy and lactation, tuberculosis, 


debility, pre-operative and post-operative. 


Brochure supplied on request 


Paines & Byrne Lid 


Pabyrna Laboratories, Greenford, Middlesex 


To achieve sedation—without addiction-— 





Consider- 


LIXIR GABAIL 


This distinctive product has won a place in the treat- 
ment of all types of nervous affections by reason of its 
achievement of a high concentration of VALERIAN 
with none of the disagreeable and nauseating features 
which so often invalidate the outstanding therapeutic 
qualities of the drug. Reinforced with minimal doses 
of strontium bromide and chloral hydrate, ELIXIR 
GABAIL has no counterpart in modern practice for 
the achievement of sedation without recourse to 
barbiturates or narcotics. 


Dosage: One tablespoonful in water twice or thrice daily 


HUVEAUOAETUA AREA ONEEOORNEEOU NETO AEAADTUA DEON 2 


For insomnia: Two tablespoonfuls at bedtime 


Supplied in bottles of 187 €.c., 16 ox., 
and in bulk for Hospital use 


THE ANGLO-FRENCH DRUG CO. LTD. 
11-12 GUILFORD STREET, HOLBORN, LONDON, W.C.1 
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In penicillin therapy 





‘DISTAQUAINE’ ) 





preparations of procaine penicillin offer the 
following advantages : 


Aqueous, containing neither oil nor wax 
Easy to prepare and administer 
Least possible pain on injection 


Effective blood levels up to 24 hours 
following administration 


Dry syringe unnecessary 


Equipment easily cleaned after use 


* DISTAQUAINE ” SUSPENSION vials of 10 mil. (300,000 i.u. per ml.) 
* DISTAQUAINE ’” G vials of 300,000, 900,000 and 3,000,000 i.u. 
* DISTAQUAINE ” FORTIFIED vials of 400,000 and 1,200,000 i.u 


available from 
Allen & Hanburys Ltd British Drug Houses Ltd 
Burroughs Wellcome & Co Evans Medical Supplies Ltd 
Imperial Chemical (Pharmaceuticals) Ltd 


Pharmaceutical Specialities (May & Baker) Ltd 


* Distaquaine,’ a trade mark, is the property of the manufacturers 


a! HE DISTILLERS COMPANY, 
_ (BIGCHEMICALS) LIMITED ©) iiverroor 
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Reducing the “Time-Lag” 
in treating 
Rheumatic Conditions 





ESPITE half a century of painstaking 
research, there is still no consensus of 
opinion regarding the causation of rheu- 


matic diseases. ‘Treatment is therefore neces- 


RY » Stee eh. = - 
yh Sarre: 


sarily symptomatic and directed to the relief 


— 


of pain. 


Massage has long been the treatment of choice. 
But usually in severe cases, adequate massage cannot 


as a rule begin at once; the affected muscles are too 


Damitct! 
ia 


taut and tender. Days or even weeks may have to 


itty 


-) 


elapse before the patient can benefit from the stimu- 


lating effects of deep massage. 


06 7. 


+ 


s Ne tS eee Nien See ie 


This “ time lag ” has now been eliminated by the 


use of Lloyd’s Adrenaline Cream. 


- 


Gentle massage over the affected myalgic spots 
with this cream brings rapid relief from pain and 
permits of more intensive treatment than would 
otherwise be possible. 

Supplies of Lloyd’s Adrenaline Cream are now 
available through Boots, Timothy Whites & Taylors, 


and all pharmacists. 


Stoward lloyd + CoLta. 


11 Waterloo Place, London, S.W.1 


Makers of Fine Pharmaceuticals since 1880 





= NO ESSEC EEG EN CI EBITD one em 9 mm 
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SANTULLE 


R EADY-FOR-USE 


DRESSINGS 


These Packs of Dressings are designed 
for greatest convenience. Each box con- 
tains pieces of open mesh tulle approx- 
imately 33” square, impregnated with 
a sterile medicated base, ready for 


immediate application. 


The following are available 
PETROLEUM JELLY 


36 dressings per tin 


PENICILLIN 


10 dressings per tin 


BURN AND WOUND 


36 dressings per tin 


A PRODUCT OF 
ABELL Gerad , 


OLDBURY BIRMINGHAM 


TO DOCTORS 


who have to 
advise mothers 


on baby feeding 


The meat broths, vegetables and 
fruits prepared by Heinz for infants 
of 3 months and onwards are mor 
valuable, trom the nutritional stand 
point, than such foods are when 
prepared at home. 

Literature in amplification of this 
statement, and samples, will be sent 
on request. 

Please write to 


H. J. HEINZ COMPANY LTD, 
H if esden, I mdaon, N Wut ) 


varictics o 


ed Foods 
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Hormones ‘N 


NATURAL and 
SYNTHETIC 





FOR ORAL OR SUB-LINGUAL 
ADMINISTRATION 


OXOID) STILBOESTROL 


OXOID) DIENOESTROL 


IN cases of subjective dys Qa, _ : 

( ) [s 
menorrhoea at puberty, a simple OXxOID) OESTRIN 
explanation of the normal 


function of the menstrual cycle (OxOID 


prevents recurrence of unpleasant 


, _ —_ > 
symptorns, eee — _ 
(OXxOID) ETHISTERONE 
lt however an analgesic is 
indicated, “Hypon”, which pro (OXOID) METHYL 
vice s tie sale and etlective OXOID) ng STOSTE RONE 


analgesic action of Acetylsalicylic 


ETHINYL 
OESTRADIOL 


Acid, Phenacetin and Codeine, 
with Caffeine and Phenolph FOR INJECTION 


thalein for the elimination of side 


eHec ts, 15 worthy ot choice. COXOID) OESTRIN 





xolp) STILBOESTROL 
HY p () A ROD) DIPROPIONATE 
OxOID) PROGESTERONE 


TABL _ 
TESTOSTERONE 
OxOID PROPIONATE 





Literature and samples available on 


request from the Medical Department LITERATURE GLADLY FORWARDED UPON REQUEST 


HCALMIC LIMITED - CREWE HALL - CREWE! | 


$ 
Tet: CREWE 3251 (5 lames) LONDON: EAGLE HOUSE, JERMYN ST. S.A, | 2 
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for restoration of nervous eguitisrium 


Elixir ‘ Virvina’ is an efficient tonic with an extremely palatable 
base combining four important factors of the vitamin 
B-complex with the glycerophosphates of essential minerals EACH FLUID OUNCE 
Elixir ‘ Virvina’ stimulates the appetite, improves digestive | CONTAINS :— 
functions and helps to correct vitamin B-complex Thiamine Hyd. (Vitamin B 
deficienci Elixir ‘ Virvina’ is of particular value ‘ 
nog — aay . Riboflavine (Vitamin B, 
during convalescence, pregnancy and old age. It 
Pyridoxine Hvd 
is an excellent nutritional supplement and its Vitamin Bi 
palatability will ensure its ready acceptance by 
young children as well as by adults. Supplied in 
4 0z., 16 oz. and 80 oz. bottles. Informative 


literature and sample forwarded on request 


( 7 


Manganese 


Elixie VIRVINA’ 


SHARP & DOHME LTD., HODDESDON, HERTS, 


he Republic of Ireland and in Export Territories. 
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MISS a MUrsing. 


va= A for the prevention 
and treatment of 
cracked nipples 


~~ 
7 


van ae 


Mass 
NIPPLE CREAM... 
contains 
9-amino acridine 0.0695 @ used after each nursing — helps 
and allantoin 2 . 
prevent tender nipples, fissures, 
Supplied in abrasions and mastitis. It hastens 
| oz. tubes he ling of cracked nipples and re- 
duces the probability of breast 


infection 


in a cream base 


@ used during the last trimester of 
pregnancy — keeps the nipples 
pliable and resilient, and is useful 
in massaging out flat or inverted 


\ nipoles 


@ easily applied by the mother — is 
readily absorbed and non-toxic; 
does not interfere with nursing. 


LITERATURE ON REQUEST 
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INNERAZE 


shoes by START-RITE 


‘Inneraze’ shoes for children are to the 
Orthopaedic Surgeon as commercial sutures to the 
general surgeon 
Supplied on medical prescription only, they 
incorporate the necessary surgical alterations for 
the treatment of flat feet (pronation) . . by 
means of in-built wedging. The wedge is an 
integral part of the shoe, and is located between 
the inner and outer sole. These alterations are 
uniform . avoid shoe distortion and consequent 
uneven wear do not mar the appearance of 
the shoe 
These cross-sections show the built-in The Surgeon is relieved of the necessity for 
wedge in position and the buttressed heel. checking up that the “ alterations ” are those that 
The thickness of the wedge is i” or 4” are needed, and of time-consuming supervision 
after each repair 











according to size of shoe 


For names and addresses of the Start-rite 
dealers from whom * Inneraze’ shoes can be The Managing Director, James Southall & Co. Ltd, 


obtained please write to:— 
34 St. George Street, Hanover Square, London, W.1 


0999066609 09606960600006566656060606566600506066060600000 


Pioglas 
VITA-E 75 1.U 


GELUCAPS 


(Vitamin E ) 
in the treatment of 


Cardiovascular-Renal Diseases 


Each Gelucap contains a concentrate of natural esters (d,alpha-tocopherol 
acetate) from vegetable oils, type VI, equivalent to 75 mgm. d.l. alpha 
tocophery! acetate) 

This therapy is today exte nsively prescribed in the UK 
Also available a complete range of endocrine and endocrine-vitamin pre 
parations including BIOGLAN-A/R capsules for rheumatism, arthritis, 
rheumatoid-arthritis and fibrositis (based on the same cortical principle as 


CORTISONE and ACTH) 


THE BIOGLAN LABORATORIES LTD., HERTFORD, HERTS. 


rel. Address BIOGLAN TOLMERS” 1 iterature on request Phone : CUFFLEY 2137 








XXVIII 


THE PRACTITIONER 











METHEPH 


Methylephedrine 


Hydrochloride 


|-N-Methylephedrine 
*‘Metheph’-Regd. Trade Mark 


for the Control of Enuresis 


When normal physical control of the bladder is defective, uninhibited reflex 
contraction can often be suppressed by * Metheph,’ and full control of enuresis 
in children securedin 3 to 4 weeks 


The action of * Metheph ‘is more prolonged than that of ephedrine, and it has 
fewer side-effects (B.M_J., 1950, Nov. 11, * Enuresis *) 


The average dose required is one tablet (2/3 grain) at bedtime for children o 
3 to 6 years, and 1} to 2 tablets for older children 


* Metheph ° is also of great value in the relief of bronchial spasm and for the 
prevention of asthmatic relapses 


Metheph ° is issued in tablets (2 3 grain), in bottles of 25, 100, and S00 
Freely prescribable under the N.H.S. Scheme 


Literature available on request 


MOORE MEDICINAL PRODUCTS LTD 


ABERDEEN ‘°*°ON OF Fier rubece race wl LONDON 





CENTANAST 


presents all the features of the 
Boyles Apparatus with Coxeter 
Mushin Absorber in a streamlined 
and convenient form. All gas con- 
duits are enclosed ; the Rotameters 
are visible and protected. 


LATEST TYPE 


ANASTHESIA EQUIPMENT 


WALTON IIT The iatest development in Dental Anzsthesia equipment. 
A trolley-cabinet fitted with four cylinders (nitrous oxide and oxygen) with 
controls and breathing bag, and push button for emergency oxygen. 


DEVANAST 1s « portable unit for Gas/Oxygen Anzsthesia on the inter- 
mittent principle, in dentistry and minor surgery. 


PORTANAST STAND For chose using the Portanast extensively in che 


surgery. The mobile stand is a new feature in stove enamelled ivory tan 


Full particulars from 


THE BRITISH OXYGEN 
COMPANY LTD 


LONDON & BRANCHES 


Incorporating A. CHARLES KING LTD 
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modern 


treatment of 
varicose conditions 


Modern technique embraces ligature, injection 


and firm compression bandaging 


Suitable compression bandages are: 


Elastoplast Elastocrepe 


Elastolex Elastoweb 
Diachylon / Elastocrepe 
Viscopaste Ichthopaste 
Coltapaste 


(Pl ntiful supplies of all these bandage s are now available) 


Products of T. 3. SMITH & NEPHEW LTD., NEPTUNE ST., HULL 


NN 
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Available through the Medical Profession only 


600 


BEREX 


TABLETS 


ame omtoe pane 
~~ DISPeNsinG ONLY 


WEn PnanmaceuTicat 
2 fovare somes ioone 


BERE 


REG. TRADE MARE 


SUCCINATE - SALICYLATE 
THERAPY 


IN THE RHEUMATIC DISORDERS 


Licensed under DOLCIN Patent 
Patented in Great Britain, 642971 


Succinate Therapy is predicated on its role as a physio- 

logical respiratory catalyst correcting the impairment 

in tissue oxidation. Furthermore, succinate obviates 

the toxic effect of salicylate thereby enabling massive 
and prolonged dosage when indicated. 


Calcium-Succinate 
Acetylsalicylic acid 
Available in bottles of 100 and 600 tablets to the medical profession only 


Each tablet contains :— 


Professional sample and literature on request to : 


BEREX PHARMACEUTICAL CO. 
Medical Department, 109 Jermyn Street, London, S.W.] 
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— HORMOTONE“T’ — 


Naturally Occurring Oestrogens for Oral Therapy 














Each tablet contains 1,000 international units of natural 
Oestrogenic hormones combined with 1/10 grain thyroid 
and acts directly upon the endometrium, inducing hyper- 


. "MOAMOTONE ~T 
plasia of the uterine mucosa. Indicated in cases of oestro- pelashonationen 


genic deficiency, including menopausal symptoms, 
amenorrhoea and hypomenorrhoea. 


Bottles of 40 and 250 specially coated tablets 


Professional samples available on request 


G. W. CARNRICK CO. 


Distributors : Brooks & Warburton, Ltd., 232-242 Vauxhall Bridge Road, 
i, London, S.W.1. Tel. Vic. 1282 = - 








Hleadache 


No matter how obscure the cause 
of a headache, palliative relief is an 
essential of treatment. 
When the pain is removed, undivided 
attention can be given to causative 
factors. In all types of headache, ‘ANADIN’ Tablets provide 


a safe analgesic. 


. 
Anadin 
1 Ma 
Rapid in action and particularly well- siernationsl Chemical Company tad. 


toleratcd, their anodyne action 1s Chenies St., London, W.C.A 
unattended by depression or nausea ——E 
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CLINITEST.- avaitabic on the N.H.S. 


Simple, reliable *Clinitest’ (Brand) Sets and 
Reagent tablets, essential in modern diabetic 
treatment, comply with the official specifica- 
tions for appliances and reagents for urine-sugar 
analysis which may be prescribed on Form 
L.C.10, For accuracy and convenience this one- 
minute, no-heating, copper-reduction tablet test 
is unrivalled. The clear, unclouded colours of 
the test, easily matched against the sharply de- 
fined * Clinitest® colour scale, give patients every 
confidence in their readings, eliminating many 
unnecessary visits to the practitioner 


BRONCHIAL 
ASTHMA 


CHEYNE-Stoxes 
RESPIRATION 


CLINITEST 


Approved by the Diabetic Association Medical 
Advisory Committee 


Complete Set, including 3% tablets . . - 
Refill bottles (36 tablets). . . 0 we 


good-class chemists. Medica: 


Supplies always available aia 
to the sole distributors 


literature available on reque: 
DON S. MOMAND LTD., 58 ALBANY STREET, LONDON, N.W.1 
Manufactured by Miles Laboratories Ltd., 


Bridgend, S. Wales, under licence from 
Ames Company, Inc 


cARDIAC 
OEDEMA 


acute PULMONARY 
OEDEMA 


A preparation of established value as a dilator of the 
bronchi, the renal vessels and the coronary arteries. 
CARDOPHYLIN is presented in : 


Tablets, each containing 

0.1 gm. 
Ampoules, for intramuscular 
injection containing 0.48 gm. 


Suppositories, each con- 

taining 0.36 gm. 
Ampoules, for intravenous 
injection containing 0.24gm. 


Cardophylin is the registered trade mark of the manufacturers W hiffen & Sons Lid. 
Literature is available on request to the distributors :— 


BENGER LABORATORIES LTD., HOLMES CHAPEL, CHESHIRE. 


TELEPHONE 3112 
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“"BERCULON’ A 


TRADE MAR< 


para-acetamidobenzaldehyde thiosemicarbazone 


Amongst the various chemotherapeutic agents that have lately shown 
promise in the treatment of tuberculosis is the group of compounds 
known as thiosemicarbazones, One member of this group, para 


wetamidobenzaldehyde thiosemicarbazone shows pronounced 


’ 


activity against EXPE rimental tuberculosis infections in small animals, 


and after extensive « linical trial in man is re porte d to have produc ed 
favourable results in the treatment of early exudative pulmonary, 


larvngeal and intestinal tuberculosis. 


For use by hospital clinicians and research workers wishing to 
carry out controlled investigations in this held, pure para 
acetamidobenzaldehyde thiosemicarbazone is now available under 


the name ‘* Berculon’ A, and can be supplied in tablets of go mg 


A series of abstracts from the recent literature on this subject will 


be supplied to interested physic ians on request 


A subsidiary company of Imperial Chemical Industries Limited 


WILMSLOW, MANCHESTER 














Ph.143 


IN THE TREATMENT OF TUBERCULOSIS 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD. 
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For the treatment of 


* Pragmatar *— the outstanding 

tar-sulphur-salicylic-acid ointment — has proved 

most effective in the treatment of fungous infections generally, 
including ‘ athlete's foot’. The active 


Effective in d wide ingredients are fungicidal and antipruritic, 


and the special oil-in-water emulsion base 
range of com mon permits them to remain in intimate and 
prolonged contact with the affected skin. 


. . 
skin disorders The cosmetic excellence of ‘ Pragmatar’ 


ensures its ready acceptance by even the most fastidious patient. 


Issued in 1-oz. collapsible 
tubes containing cetyl- 
alcohol-coal-tar distillate 
4°o3 sulphur 3° ; salicylic 


acid 3°» ; ina washable base 


MENLEY & JAMES, LIMITED, 123 COLDHARSOUR LANE, LONDON, S.E.5 


nal Ci vner of the trade mark ‘ Pragmatar’ 
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REGULAR Hasits are undoubtedly the basis 
of satisfactory bowel movement in the nor- 
mal individual. Unfortunately, with changes 
in the routine, during illness or convales- 
cence, or due to rush of work and social 
activities, the habit time of bowel move- 
ment is often lost and constipation follows. 


Once lost this habit time is not easy te 
regain, but insistence on a regular effort 
and the provision of sufficient bulk to 


Habit Time 


stimulate peristalsis will do much to help in 
its recovery 


*PETROLAGAR’ provides soft bulk and 
achieves a comfortable bowel movement 
without griping. Gently but surely 
*PeTROLAGAR’ helps the return to habit 
time. Issued in two varieties: Plain and 
with Phenolphthalein 


Petrolagar ’ Emulsion 


Trade Mark 


JOHN WYETH & BROTHER LTD., CLIFTON HOUSE, EUSTON ROAD, N.W.1 Wyeth 








ucozade...an 


antidote to melancholy 


Lucozade can transform low vitality and a pessimistic outlook into 
liveliness and self confidence. Lucozade gives the energising and 


restorative properties of glucose with an attractive and sparkling 


flavour which overcomes any antipathy to plain glucose. Lucozade is 
glucose in so delightful and refreshing a form that adults and children 


alike need no persuasion to take it as recommended 


Lucozade 
An improved form of TELUCOSE| therapy 


LUCOZADE LTD - GREAT WEST ROAD 














BRENTFORD - MIDDX 
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Would you believe it? 


says OLD HETHERS 


Believe it or not, there are still some folk who 
make the sick room barley water by great- 
grandma’s “stew-and-strain” method with 
pearl barley! Fancy going to such trouble 
when, with Robinson’s ‘Patent’ Barley, it can 
be made in next to no time — just like cocoa! 
And cheaply too—a 1/4d tin makes 48 
pints. There is no need for people to pull a 
long face when barley water is prescribed f 
as it can be so easily prepared i 


from Robinson’s ‘Patent’ Barley. ‘j 


Robinson ’s «paten’ BARLEY 





A SYMBOL IS MORE THAN A SIGN 


To the psychologist a symbol is not merely a static sign 
but a dynamic experience. Similarly, to the clinician 
the symbol * A.B.” portrays far more than can be 
expressed in rational words. The preference for 

Insulin A.B. in all parts of the world is based 

on trust and experience—on the knowledge 


that the mark “ A.B.” signifies all that can 


INSULIN A.B. be desired in quality and performance. 


INSULIN A.B. 
Globin Insulin (with zinc) A.B. 


Protamine Zine Insulin A.B 


Joint Licensees and Manufacturers 


ALLEN & HANBURYS - +: THE BRITISH DRUG HOUSES LTD. 
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In Insomnia 








ee, 
POF 


CAPSULES 


























IN ‘CARBRITAL’ capsules the rapid, 


but relatively brief hypnotic action of soluble pentobarbitone 


is combined with the prolonged sedative effect of carbromal. In insomnia 


‘Carbrital’ produces slumber simulating natural undisturbed sleep ot 


adequate depth and duration, and patients awaken refreshed and alert 


‘Carbrital” is also indicated as a 


general sedative in neurasthenia, etc., or pre-operative 


sedation, and routinely in minor operations. Each ‘ Carbrital’ 


capsule contains 14 grains of pentobarbitone sodium 


and 4 grains of carbromal 














Supplied in bottles of 25 and 250 














>) PARKE. DAVIS & COMPANY. LIMITED 


HOUNSLOW MIDDLESEX mw. USA 


> 
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‘pRINAMYS 


| 


a new preparation for the relief 
of mental and emotional distress 


In‘ Drinamy!’, the two components—*‘ Dexedrine ’ 

and amylobarbitone— work together to ameliorate 

mood and relieve inner tension. ‘This combination 
produces a new mood effect, inducing a sense of tranquillity 
and controlling the troublesome symptoms of mental and 


emotional distress. 


Widely useful in every- 


C » = day practice, ‘Drinamy!’ 
R. LIN Tablets are available, on 

ae ge only, i 

bottles of 25. 
tablets = ee eee nAdakie 
a 

Each tablet contains §mg 

dextro-amphetamine sul 
phate (‘Dexedrine’) and 


a balanced combination of 7 32mg. (gr. }) amylobarbi 
‘Dexedrine’ and amylobarbitone “ ms tone. 


MENLEY & JAMES LIMITED Coldharbour Lane London, $.E.5 
for Smith Kime €& French International Co.. ovr f the trade marks ‘Drinamyl’ and ‘ Dexedrine 


DLP4I 
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APATHY or listlessness are should be considered. 
symptoms commonly A preparation containing 
observed in debility states all B-Complex factors, 
but, despite clinical tests, *BEPLEX*® will speedily 
the cause often remains resolve doubts on the 
obscure. These are the vitamin etiology of 


circumstances in which symptoms, and restore 





the possibility of condi- any deficiencies that 


tioned B-avitaminosis | have arisen 


‘Beplex ” Elixir and Capsules 


rade Alark 


JOHN WYETH & BROTHER LIMITED, 
CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.1 
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PEPTIC ULCER THERAPY 


An 


aetiological 


approd¢ h 
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HIGHLY SUCCESSFUL TREATMENT which for over seven 
ears has beer us “1 clinics and hospitals in several countries in cases | 
peptic ulcer consists of the administration of gastre intestinal tissue extract 
Hundreds of patients, including ambulatory cases, have benefited from this 
form ot sub titution a» whic i provides the substances ac king the 
stomach and duodenut » peptic ulce 

Ihe extract used i his treatment—alter extensive tests in the laboratory 
nd clinical practice as. «introduced = in 1944 under the name ROBADEN 
Reports of its value in peptic ulce including ambulatory cases—are now be 
ig turther conhrmed is supplies become more easily available in this country by 
similar experiences ot physicians here. 

ROBADEN is particularly usetul in ambulatory cases and symptomatic improvement is 
ten evident alter the first lew injections The treatment consists in the use of both 
mpoules ind tablets, The ampoules are supplied in separate form tor gastric 


ind duodenal ulcers. Full tails and clinical references on request, 


PRODUCT OF ROBAPHARM LTO 


The Robaden trade mark is the property 

of Robapharm Laboratories, Basle, Switzer 

land, manufacturers of biological specialities 
the medical profession 


2) iDutor net Inited A ad. m and I ire 
WARD, BLENKINSOP & CO., LTD. 
6, HENRIETTA PLACE, LONDON, Was 


Telephone : Langham 318 
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Undecylenic Acid: 
an effective 
therapeutic agent 


against fungous infections 


of the skin 





Tue stupy of fungicidal principles in sweat led to the use of naturally 
occurring fatty acids in therapeutics. 

It has been found that undecylenic acid and its derivatives are among 
the most effective fungicidal agents, and are especially valuable in the 
prophylaxis and treatment of tinea pedis and other dermatophytoses. 

Fungicidal Ointment - Boots contains 5°, undecylenic acid and 20°, zinc 
undecylenate in a water-miscible base. Fungicidal Powder - Boots contains 
2°, undecylenic acid and 20°, zinc undecylenate in a starch and kaolin base. 
These preparations do not irritate the skin and may be used safely by patients 
for self-treatment over long periods. 


Fungicidal Ointment-Boots 


Tube of approx. 1 oz. 


Fungicidal Powder-Boots 


Sprinkler containing approx 2) oza 


Literature, further information and samples available from Medical Dept., 
BOOTS PURE DRUG COMPANY LIMITED NOTTINGHAM ENGLAND 
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Irgapyrin 


Amidopyrine 15% Sod. 3.S-drono-1 2-6 
wer 


duty! pyrazohdine 15% on 5 


anti-inflammatory 


analgesic 


for the treatment of 


rheumatic conditions 


In tubes of 5 and 50 ampoules. Literature and samples on request from 


PHARMACEUTICAL LABORATORIES GEIGY LIMITED 
NATIONAL BUILDINGS PARSONAGE. MANCHESTER, 3 


PH29C 





Available 


Also packages 


subject to 
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Haemorrhoidal 


Suppositories 





Anusol are probably the 
best known and 

widely prescribed rectal 
suppositories. They relieve pain safely in haemorrheids 


most 
and uncomplicated inflammatory rectal states, by the 


removal of pressure on nerve endings through effective 
decongestive action ; the nerves are not anaesthetized 
and continue to give warning of more serious pathology. 
The same decongestive action reduces extravasation of 
blood without the use of styptics, haemostatics or 
vasoconstrictors. 

INDICATIONS 
surg 


morrhoid 


ids 
ame 


For non- 
treatment of hae- 
that re «till 
able to palliative 
therapy. where surge 
-able 1. (im 
nan when 
used 


ry 
in 


preg- 
operation is 
ret 

For pre- 


aud post-operative 
care 


PACKIN, 
hove 7 i supp 


of 100 for dispensing 


Purchase 


sitorie 


Not 
lax on prescrip*ion 


FORMULA Bism. Subgell. 2.12 
0.87%, Resorcin 
0.03%, Acid. Be 
Bals. Peruv. 1 


Bism,. Oxid 
0.87 Bism. Oxyiodogall 
wie 17.85%, Zine Oxid. 10.60 
44% 





PREPARATION BAS EVER BEEN 


William R.WARNER and @,, ta. Power Road.tondon U4 


ADVERTISCER D TO THE PUBLIC 
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Epilepsy... 


Total or partial relief in a high percentage of patients suffering from 


* Grand Mal Epilepsy 
* Jacksonian Seizures 
* Psychomotor Equivalents 


is made possible by the use of 


MESONTOIN 


Each tablet contains 0-1g. methoin 
Average dosage : 2-6 tablets daily 


or 


HYDANTAL-SANDOZ 


Each tablet contains 0-1g. methoin and 0-02g. phenobarbitone 
Average dosage : 2-4 tablets daily 


Literature and samples available on request 


SANDOZ PRODUCTS LIMITED 


134, WIGMORE STREET, LONDON, W.1 
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Uninterrupted 
Routine... 


DOES IT MATTER that the expectant 

mother’s functional efficiency at home or 

at work may be marred by nausea and 

vomiting ? We think it does, and we venture to recommend a compound 
tablet for the treatment of this complaint A single tablet 

taken on waking usually suffices to control the symptoms 

Compos Vitamin B cor \ atropine and hvoscine 


Plus) Lumina 


Packin Bottlh ) 
25 100 »50 1.000 
fahlets Vedica fera 


vent upon request 


Bayer brand Mi-nausea 


c In | omiting of Freqnancy 


Ce: 42:9 PRODUCTS LTD., AFRICA HOUSE, KINGSWAY, LONDOY, W.C.2. 
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INTRAVENOUS IRON THERAPY 


with lower toxicity 


NTRAVENOUS iron preparations have an accepted place 

in modern therapeutics, but the incidence of toxic reactions 
following their use has, in the past, made practitioners wary 
of using them routinely. Prolonged work in the Research and 
Development Departments of The Crookes Laboratories has 
resulted in the production of an intravenous iron preparation 
which, in clinical trials, has demonstrated a high utilisation 
index with almost complete freedom from toxic reactions at 
recognised dosage levels. Crookes Neo-Ferrum Intravenous 
is particularly indicated in those cases of iron deficiency 
anemia not responding to adequate doses of oral iron due to 
a failure to absorb the iron, for those cases intolerant of 
adequate oral iron dosage and certain cases of refractory 
anemia associated with chronic toxic and infective conditions 
such as rheumatoid arthritis. It is also indicated in all cases 
of iron deficiency anemia where it is necessary to raise 
the hemoglobin level rapidly Crookes Neo-Ferrum 
Intravenous is a specially prepared sterile and stable solution 





of iron oxide standardised to contain 2°% of elemental iron 


Descriptive literature is available on request 


CROOKES NEO-FERRUM (INTRAVENOUS) 
PACKINGS : 5 mi. ampoules (each containing 100 mg. elemental iron) in boxes of 6 and SO 


Ts CROOKES LABORATORIES LIMITED ~- PARK ROYAL LONDON - n.w.to ) 
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In acute 


or chronic URINARY-TRACT INFECTIONS 


due to a wide range 

of common bacterial 
invaders, ‘ Mandelamine* 
answers the practical problem 
of choosing a quick-acting 
and potent urinary antiseptic 
to which organisms will 

not develop drug-resistance 





even if therapy 
needs to be prolonged. 


eee eeeeee eevee ee eeeee 


DOSAGE: 3 to 4 tablets t.i.d 
Each enteric coated tablet 
contains 0.25 g. (3} gr 
methenamine mandelate 


*‘Mandelamine ’ is the urinary antiseptic of choice because i 
has six outstanding advantages > no gastric upset 


a w fluid regulation 

@ dietary restriction 

‘MANDELAMINE’ @ w accessory acidification 
@ w danger of drug-resistance 
@> wide range of antibacterial action 


MENLEY & JAMES, LIMITED, 123 COLDHARBOUR LANE LONUON, §.€.5 
Mandelanin:” is the registered trade mark of Nepera Chemwal Co., Inc., New York 
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PEPSIN AND ACID, although not 
the ultimate cause of peptic 
ulcer, create the corrosive medium 
which prevents the healing of the 
ulcer and jointly make possible its 
continuance and recurrence. 
The fundamental factor is, there- 
fore, to control the action of pepsin 
in a highly acid medium and 

to create an environment which 
permits the ulcer to_ heal. 
Gastric corrosion can be stopped 


instantly by “ALUDROX’ therapy 
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which neutralises excess acid and 
partially inactivates pepsin but 
leaves the stomach in a sufficiently 
acid condition to allow normal 
protein digestion. ‘ALUDROX' 
promptly relieves pain and in 
conjunction with a bland diet and 
rest ensures rapid healing of 


the ulcer. 


‘ALuDROX, is available in two forms 
as an amphoteric gel in 6 oz. and 12 oz 
bottles and as tablets in boxes of 60 


‘Aludrox’ Aluminium hydroxide gel 


Trade Mark 


JOHN WYETH & BROTHER LIMITED, 
Wyeth 
CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.1 








ANNOUNCEMENTS 











When Cons tyjeation 


and Nyperacidity 


Ah concwnrerttl — 


if 
— —ad they usually Are «+. 


Sa — > 
— In the treatment of chronic constipation, 


particularly where it is associated with gastric hyperacidity, 
‘Mil-Par’ provides a reliable antacid laxative of unvarying 
efficacy ° 

A balanced combination of ‘ Milk of Magnesia’* with a 
selected grade of medicinal paraffin, ‘ Mil-Par’ neutralizes 
excess gastric acidity and checks the development of acid 
conditions in the lower alimentary tract. In the intestine, 
where it readily permeates the faecal mass, ‘ Mil-Par’ softens 
the bowel content and provides both lubrication and gentle 
stimulation. 

*Mil-Par’ is specially to be recommended during convalescence 
after operation or protracted illness; for infants and children, 
expectant and nursing mothers. 


‘MIL-PAR’ 


ANTACID LUBRICANT 


\vailable in 8 oz. and 16 oz. Bottles 


UethoK Pultruthemial bod 


1, WARPLE WAY, LONDON, W.3., 


* *Milk of Magnesia’ is the trade mark of Phillips’ preparation of magnesia 
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Safe, 
Offective, Convenient... 


ALOCOL 


Cream 


in Hyperchlorhydria 


LOCOL, the reputable 
brand of Colloidal Alum: 
inium Hydroxide, is now obtain. 
able as_a stable,’palatable cream. 
thus presenting with Alocol 
Powder and Alocol Tablets three 
methods of administration to 
meet every condition and pre- 
ference. 
Alocol Cream—equally with Alocol 
Powder and Tablets—is a most 
effective therapeutic agent against 
hyperacidity. Alocol Cream has 
these advantages: 
@ Its high reactivity produces 
prompt neutralization. 
@ Its reserve of neutralizing power 
controls gastric acid at optimal 
level for extended periods, 
thereby encouraging healing. 
It may be administered con- he Cream is supplied in bottles of 
veniently by continuous drip. 
It does mot induce secondary  Gomplete chemical history of loco), wld 
acid rise or systemic alkalosis.  odrained on physicians’ request 
WANDER LTD., 42 Upper Grosvenor Street, Grosvenor Square, London W.1 
M.353 
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HE Science of Therapeutics 
Naturall recognizes that all reparative 


Induce processes require maximal rest— 
and that naturally induced sleep is its ideal form. 


R torativ For promoting natural sleep, a hot, 
est Oralive readily digestible food beverage is 
Sleep your first choice, especially when 
insomnia results from pain or rest- 

lessness, or from either psychical or dyspeptic syndromes. 
A nutritious food drink is equally valuable in encouraging 
undisturbed rest in cardiac distress, lobar pneumonia and 
other states in which insomnia is a common feature—but 
where narcotics are contra-indicated. ‘ Ovaltine’ is an 
invaluable adjunct in these cases because it counteracts 


sleeplessness while providing in soluble, palatable and 
easily digestible form, important nutritional principles 
essential for tissue repair. 


° * Ovaltine ’ encourages seda- 

In the Se FVICE tion by day, cuando sleep 
by night; ym it 

aie . supplies promptly assimilable 

R. ehabil itation rns no g iedethen vitamins 
whose easy digestion leaves 

your patients’ tranquillity undisturbed throughout. In 
diseases, such as myocardial insufficiency and pneumonias, 
which present the two-fold problem of irritability and 
difficult feeding, you may confidently prescribe ‘ Ovaltine.’ 


Vitamin Standardization per oz.—Vitamin B,, 0.3 mg. ; 
Vitamin D, 350 i.u. ; Niacin, 2 mg 


Ovaltine | 


A. WANDER LIMITED, LONDON W.1. 
Factory, Farms and ‘ Ovaltine’ Research Laboratories: 





King’s Langley, Herts. 


M.355 
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FOR FEWER 
SIDE-EFFECTS 











Nearly 100 derivatives of piperazine were synthesised 

NEW at The Wellcome Laboratories before workers there 

For local application were Satisfied that one compound, ‘Histantin,’ offered 
t a noteworthy advance in anti-histamine therapy. 

@ ‘Histantin’' produces fewer side-effects and 

provides prolonged action—a single daily dose 

suffices in most cases. @ ‘Histantin’ is chemically 


unrelated to other anti-histamine agents. Compressed 





products of 50 mgm. in bottles of 25, 100 and 500. 





“HEESTANTIN, 


CHLORCYCLIZINE HYDROCHLORIDE [d!-1- (p-chlorobenzhydry!) ride) 


THE NEW TYPE ANTI-HISTAMINE 


BURROUGHS WELLCOME & CO. (the weticon undation trad.) LONDON 
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PENICILLIN 


INHALATION 
SET 





ORAL INHALATION 


EACH SET CONTAINS 
One inhalator and two vials each 


f FOR NASAL AND 


ontaining three capsules 
100,000 units crystalline penicillin potassium salt 


THE ARMOUR LABORATORIES 


(ARMOUR & COMPANY LTD.) 





LINDSEY STREET, LONDON, €E.C.I 


Telephone : CLERKENWELL 901! 


Telegrams ARMOSATA-PHONE™’ LONDON 
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asoconstriction without 


secondary vasodilatation 


___TUAMINE SULPHAT 


BRAND 


z Aminoheptane Sulphate 


Solution ‘Tuamine Sulphate,’ when applied 
intranasally, produces long-lasting, uniform 
shrinkage of the nasal mucous membrane 
without stimulating the central nervous system. 
There is no secondary vasodilatation and no 
impairment of ciliary motility. ‘Tuamine 
Sulphate’ is available in solutions of two 
strengths. The | per cent. solution is intended 
for prescription use, and the 2 per cent. solution 
for hospital and surgery procedures where 


maximum constriction is desired. 


Descriptive literature on request 


THE TITLE ‘TUAMINE SULPHATE’ IS A 
TRADE MARK OF ELI LILLY & COMPANY 


Litey 


EL! LILLY AND COMPANY LIMITED : BASINGSTOKE 
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THE MONTH 


THERE are certain branches of medicine in which the general run of prac- 
titioners never appear to be at home. One of these is psychiatry. The 
inevitable, and unfortunate, result is that the early stages of 
The mental disease, when treatment is most likely to be of value, 
Symposium are missed and the patient does not reach the hands of the 
psychiatrist until a relatively late stage. In the symposium 
this month we have therefore placed the major emphasis upon these aspects 
of the problem —with Professor MacCalman’s discussion of ‘the early recog- 
nition of mental disease’, and Dr. Spencer Paterson’s review of ‘mental 
disease in the adolescent’, whilst Dr. Tredgold deals with what many 
practitioners find the most difficult problem of all—how to handle the 
patient’s relatives. Obsessive states and schizophrenia include a large pro- 
portion of mental disease as encountered in general practice, and these are 
dealt with by Professor Kennedy and Dr. Henry Wilson. The last twenty 
years have witnessed many advances in the treatment of mental disease; 
these are covered by Dr. Strém-Olsen in his article on ‘pharmacotherapy 
in psychiatry’, and by Dr. Denis Hill, who reviews the present status of 
E.C.T. in the affective disorders. The mysteries of the mind are still matters 
for disputation among the experts, but it is clear from this symposium that 
out of these disputations there has come a steady stream of facts capable of 
practical application. To ensure that the largest possible number of mentally 
disturbed patients should benefit from these advances is the duty of the 
general practitioner, and it is hoped that this symposium may aid him in this 
task. 


Tue festival programme of symposia organized jointly by the Royal Society 
of Medicine and the British Medical Association has provided an admirable 
survey of the present position of medicine. Little new has been 

Festival included in the papers, but that was not their function. As an 
Symposia authoritative review of modern concepts they have subserved 
their primary function of clarifying the present state of our 

knowledge, demonstrating the advances of recent years, and indicating 
possible lines of advance. Their organizers have good reason to feel satisfied 
with their success. The attendances have been consistently high, and on 
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more than one occasion all the available tickets had been taken up long 
before the day of the meeting. Their very popularity suggests that perhaps 
the time has come when the British Medical Association should give careful 
thought to the possibility of changing the organization of their scientific 
meetings at future annual meetings. Of recent years the attendance at some 
of the sectional meetings has been far from satisfactory. Would it not be 
better to replace these numercus sections by symposia such as those which 
have just been held? Specialization has now reached such a stage, and there 
are so many societies devoted to special aspects of medicine which hold 
meetings at regular intervals, that original contributions are never made at 
these B.M.A. scientific meetings, whilst the papers tend to be so specialized 
that few practitioners (or consultants, for that matter) can follow them in- 
telligently. On the other hand, symposia on subjects such as antibiotics, 
endocrinology, and the like, appeal to a large section of practitioners. 
Granted that the special position London now occupies as a postgraduate 
centre means that there are always a large number of visiting doctors who 
flock to meetings such as these in London, and that a large proportion of 
those attending the meetings are postgraduates, there would appear to 
be little doubt that attendances at such symposia would be much higher than 
has been the case at sectional meetings of recent years. Apart from anything 
else, the mere fact that there was only one meeting at any one time would 
ensure an adequate attendance. Two symposia daily for three or four days 
would provide the keen and intelligent general practitioner with much more 
useful information than the traditional conglomeration of sectional meetings. 


THE opening article in ‘General Practitioners’ Forum’ this month is an 
admirable example of the individuality and gift for improvisation which 
have always been the hallmark of general practitioners in this 

G.P.s’ country. The doctor’s bag which Dr. Leak describes may be a 
Forum very different thing from the elegant article advertised so en- 
ticingly by the purveyor of medical equipment, just as its contents 

would make many a professional pharmacologist sit up and think. Dr. Leak 
admits this fully, but he has the answer that, like the art of medicine, it is 
based upon long and practical experience: ‘Few doctors, | suppose, would 
agree with my choice, but as the result of over twenty years’ selection I find 
it enables me to cope with practically everything I am likely to meet’. Here 
is the touchstone whereby the success of general practice may be judged, 
and one which, unless we are careful, is going to be lost. Indeed, there are 
many who feel that already the general practitioner is being inexorably 
crushed out of existence between the two millstones of nationalized medicine 
and academic medicine. That there is a genuine danger of such a tragedy is 
all too obvious, but it would be foolishly pessimistic to believe that it was 
inevitable. There is still one hope of escape, and that is that the medical 
schools of the country will reorientate their curriculum and concentrate 
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upon the training of general practitioners. Much lip-service has been paid 
to this suggestion during the post-war years, but there is no tangible evidence 
that any active measures have been taken. The young graduate of today can 
talk glibly about the latest antibiotic or the intricacies of cardiac surgery, 
but he is ignorant of, or at least uninterested in, the fact that natural pro- 
cesses can often overcome an infection more efficiently than penicillin, or 
that it is much more important to be able to diagnose acute appendicitis at 
an early stage than to be able to recognize a congenital lesion of the heart 
and send it to the nearest thoracic surgeon for operation. Many a young 
graduate today is wondering why he has spent five years hanging about his 
teaching hospital hoping to receive a consultant appointment, when he 
might have been happily settled in general practice, doing a useful job of 
work and earning, if not a generous income, at least one which would allow 
him to live comfortably. Unless we attract the right type of man into 
general practice, first giving him the correct training, the future of general 
practice is doomed, and the only victim in the long run will be the sick 
citizen. 


‘THE increasing extent to which scientific methods of investigation are being 
introduced into medicine raises a vital moral question which will need to 
be faced sooner or later—and, as in the case of all difficult 

Human problems, probably the sooner the better. In the search for 
Guinea-Pigs knowledge, to what extent are we justified in submitting our 
patients to procedures which at the least are unpleasant or 

painful, and at the most may not be without risk to life? Most of us were 
brought up in the old tradition of British medicine that the patient came 
first and that nothing should be allowed to interfere with his receiving the 
best possible treatment, to ensure his return to activity as quickly as possible. 
Today, a new spirit appears to be creeping into medicine, almost tantamount 
to the old medizval teaching that the end justifies the means. The suggestion 
appears to be that the search for knowledge takes priority over the welfare 
of the individual patient. The thesis has seldom been put as frankly as this, 
but the tendency undoubtedly exists, and such tendencies have an un- 
fortunate habit of becoming established practices before it is generally 
realized what is happening. ‘To take a concrete example: cardiac catheteriza- 
tion is undoubtedly an essential diagnostic tool in deciding whether or not 
certain cases of congenital heart disease are suitable for operation. Here the 
procedure is fully justified because we know from experience that surgery 
in the right type of case is of outstanding benefit to the patient. But are we 
justified in using such methods in patients with heart failure, in whom no 
practical benefit for the patient can be expected from the procedure, or is 
it justifiable to carry the procedure a stage further and catheterize the portal 
circulation in order to obtain information which may be of value in elucidat- 
ing the mechanism of certain metabolic or endocrine disorders? The pursuit 
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of knowledge is a laudable ambition, but knowledge can be bought too 
dearly and, once the hitherto unchallenged sanctity of the patient’s rights is 
questioned, there is no telling how rapidly the standards of practice will fall. 
We have not far to go to see what happened to professional standards in 
certain countries during the 1939-45 war. We should take a lesson from this, 
and give careful thought to the extent to which we are tending to abuse the 
trust which our patients put in us every time they call upon us for pro- 
fessional advice. Such mutual trust is the essence of the practice of medicine. 
Without it we and our patients are lost, and its loss will never be com- 
pensated for by that increased knowledge that might arise from human 
vivisection. 


IN a recent issue of the New England Journal of Medicine (May 31, 1951, 
244, 838), the editor, Dr. Joseph Garland, contributes a fascinating article 
on the history of medical journalism. The first medical 

Medical journal to be published was Nouvelles Découvertes sur Toutes 

Journalism /es Parties de la Médecine—in Paris in 1679. Today, it is 
estimated that there are between 8000 and 10,000 journals 
devoted to medicine and the related sciences. One of the most striking de- 
velopments during the last fifty years has been what Dr. Garland describes 
as the ‘riotous efflorescence’ of specialty journals. For instance, of the 
1,286 journals now included in the Current List of Medical Literature, 
published by the U.S. Army Medical Library, 971 are specialty journals 
and only 315 are assigned to the category of general medicine. In 1880 the 
corresponding figures were 358 devoted to specialties and 506 to general 
medicine. 

In discussing the ‘quality’ of medical writing in the last fifty years Dr. 
Garland has some very complimentary things to say about British medical 
journalism: “The British, perhaps because of better academic education, 
perhaps because of a literary and cultural background that goes further 
and deeper than our own, usually make a better fist at their medical writing’. 
On the other hand, it is only fair to point out that there is a youthful 
virility and freshness in the style of the contributors to American medical 
journals which is in the best Oliver Wendell Holmes tradition. In view 
of this torrent of medical journals now issuing from the printing presses 
of the world, it is comforting to have Dr. Garland’s assurance that ‘ mean- 
while the “all-purpose” journals, whether independent and self-supporting 
like The Lancet and The Practitioner, or the bondservants of prosperous 
societies, like the British Medical Fournal, the Journal of the American 
Medical Association and the New England Journal of Medicine, have kept 
abreast of the times and have continued to broaden their interests and 
increase their usefulness’, 





EARLY RECOGNITION OF 
MENTAL DISEASE 


By D. R. MacCALMAN, M.D., M.R.C.P.Ep. 
Nuffield Professor of Psychiatry, University of Leeds. 


A PATIENT usually comes to his doctor because he has something which is 
bothering him—pain, itch, shortness of breath, fever, or the like. He may 
have other symptoms or signs but, until asked, he does not cite them because 
they do not give him any ‘unease’. Often what he complains of is, from a 
medical point of view, the least important symptom. This does not annoy 
the doctor, for he does not credit his patient with medical knowledge. He 
knows that the complaint is not the real problem and sets about the complex 
task of collecting all those items of knowledge which lead to diagnosis and 
therapy. This task is, in most cases, made easier by the cooperation of the 
patient, despite the fact that his attitudes, interests and even objectives may 
differ widely from the doctor’s. The patient wishes to be rid of the pain which 
distresses him, or the fever which confines him to bed and interferes with 
his work and pleasures. The doctor has a wider and more professional in- 
terest in the problem, and may wish to pursue a much more radical in- 
vestigation and programme of therapy than the patient would spontaneously 
elect. By and large, however, their objectives are sufficiently identical for 
cooperation to be satisfactory. 

In civilized countries, where medical care has been widely available for 
many generations, a tradition has been established that one’s doctor should 
be consulted soon after any obvious symptom of disease is experienced. 
Resistances, arising from ignorance and fear, have, of course, to be over- 
come. There are still a number of people who are sufficiently timid, super- 
stitious, or ignorant, to consult ‘herbalists’ or ‘bloodless surgeons’ in pre- 
ference to properly qualified doctors, and there are still diseases, like cancer 
or tuberculosis, which are sufficiently feared to make patients delay in 
reporting early symptoms. Gradually, however, a body of knowledge has 
been established about the prodromal indications of disease, although we are 
still very ignorant about the true morbidity rates in the general community. 

What has been said applies particularly to organic diseases with which the 
general public has some familiarity or which indicate their presence by some 
painful or handicapping symptom. The same cannot be claimed of the 
earliest symptoms of mental disorder. Medical literature is significantly 
silent on the subject, and it has to be sifted carefully to find any guidance at 
all. There are many careful descriptions of the various mental disorders in 
their florid and established forms, there are studies of pre-psychotic or pre- 
neurotic personality types, but the general practitioner will find little to 
guide him towards a diagnosis when he merely suspects that his patient 
may be mentally rather than physically ill. 
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Perhaps this is not surprising, for psychiatric care cannot yet be said to 
be readily available, except for those whose condition demands immediate 
admission to a mental hospital. No tradition which emphasizes the de- 
sirability of early treatment has been established; more often the patient, 
and even more strikingly his relatives believe that admission to mental 
hospital or attendance at a psychiatric clinic is a fate to be avoided at all 
costs. Mental illness even in its mildest form is still, in the minds of the 
general public, a disgrace and a stigma, or at least a confession of moral 
weakness. Even the most broadminded and informed of doctors consult their 
psychiatric colleagues about themselves or their relatives with a degree of 
stealth. It is small wonder, then, that reliable knowledge about the earliest 
symptoms of mental disease is difficult to collect. For the most part, re- 
liance has to be placed upon retrospective information, given by patients in 
the course of treatment, or upon the highly subjective views of relatives. 
It is true that more reliable and objective data are being built up through 
careful studies of personality development, and these have been admirably 
summarized by Bowlby (1951). Meanwhile, however, it must be noted that 
patients are influenced by cultural and social factors which make it difficult 
for them to seek help from their doctors when they begin to feel mental 
distress or emotional turmoil. 


SOME DIAGNOSTIC DIFFICULTIES 


It is important to note that the patient may not recognize these early 


indications to be the symptoms of mental disorder, or, indeed, of illness at 
all. As we shall see, the anxious patient may be convinced that his heart is 
at fault, the depressed patient may complain that his bowels no longer 
function properly, whilst the incipient schizophrenic may attribute his 
difficulties to sexual excess. Each comes to the doctor convinced that there 
must be something wrong with his body and may be surprised and resentful 
when informed that physical examination reveals no organic disease. Often, 
unfortunately, the doctor accepts too readily the patient’s etiological 
attitude, and begins that time-consuming, wasteful and futile will-o’-the- 
wisp chase through the X-ray, biochemical and other special investigation 
departments. Fortunately, the belief that no patient should be referred to 
the psychiatrist until all possibility of organic disease is excluded is now less 
widely held, and fewer tragedies of suicide and murder are bringing to light 
unrecognized psychiatric disorders. Surgeons, too, are less willing to do the 
type of exploratory laparotomies which prejudiced recovery from functional 
disorder by delaying effective treatment. 

Other patients fail to recognize that they are in any need of medical care. 
This is readily appreciated in the case of the patient suffering from hypo- 
mania. In his own words he may say that he ‘never felt better in his life’, 
and it may require both tact and diplomacy on the part of his relatives and 
friends to persuade him to see a doctor at all. At the other end of the scale 
the depressed patient may regard his insomnia, poorly functioning intestinal 
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tract, and feelings of exhaustion, as only just deserts for the sins of which he 
believes himself to be guilty. The first indication of organic brain disease is 
often a personality change, or a deviation in behaviour which indicates to 
the relatives, though not to the patient, that something is wrong. The 
psychopath or the post-encephalitic may be blandly indifferent to the havoc 
which his asocial conduct produces. For the most part, too, it is others who 
complain of the alcoholic and the delinquent. 

The psychiatric patient thus has often to be persuaded to seek medical 
aid, and when he does he is not willing to accept, as unreservedly as does 
the patient suffering from organic disease, the diagnosis or the therapy 
planned for him. Experience teaches, indeed, that the patient who spon- 
taneously and without preamble complains that he is becoming insane, or 
feels that he may commit suicide, is in truth thus endangered. Young 
schizophrenics who call at a mental hospital seeking admission have usually 
every good reason for doing so, and it is a regrettably false belief that those 
who talk of suicide never commit it. Those who express a fear that they may 
be driven to suicide may be protected by their instinct of self-preservation, 
but it is wiser not to dismiss as unimportant any thought or prompting to 
self-destruction, or any feeling that the balance of mind is in jeopardy. 
Both are indications of a grave degree of mental conflict, which warrants as 
careful medical investigation and care as an acute abdomen. 

Another unfortunate fallacy is that a psychotic illness warrants more 
urgent and serious care than a neurotic breakdown. It is true that the 
suffering of the latter is less floridly and perhaps less asocially expressed. 
The neurotic is seldom a danger in any obvious sense to others, and his 
complaints may appear so trivial and subjective that his well-balanced and 
perhaps rather unimaginative medical adviser may be deceived into thinking 
that they can be blown away like a bad dream by a strong gust of good 
commonsense advice. The experience of two world wars and the evidence 
produced by Halliday (1938), Russell Fraser (1947), Pemberton (1951) and 
many others, show that neurotic and psychosomatic illness is much more 
prevalent and more costly in terms of manpower than was ever before be- 
lieved. ‘These supposedly mild forms of maladjustment are, in truth, more 
crippling and more difficult to cure, when once established, than the medical 
profession cares to admit. Certainly no welfare state can afford to neglect the 
early diagnosis and active treatment of the neuroses, or to ignore the study 
of measures which may have a prophylactic effect. 


THE ORGANIC PSYCHOSES 


Any organic disease may have associated with it a psychological reaction, 
but in this section attention will be confined to those disturbances of mind 
which have as their primary etiological factor some organic disease. Often 
the relatives, rather than the patient, become concerned because they have 
noticed that the patient is not behaving normally. They feel that he is ‘not 
himself’ and are worried about this change in personality. In some cases the 
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practitioner has little difficulty in confirming their suspicions, indeed, he 
may be so impressed by the mental symptoms that he may fail to dis- 
cover their underlying cause. This is especially so in cases of frontal lobe 
tumour, when the change in personality may precede considerably any 
obvious physical sign; in general paresis, when practically any psychiatry 
syndrome may be simulated; or in bromide intoxication when there is no 
rash to aid in diagnosis. The necessity of carrying out a careful physical and 
neurological examination cannot therefore be too strongly emphasized. 

Personality and behaviour changes are most commonly associated with 
senility and degenerative vascular changes, neoplasms and trauma of the 
brain, infections, such as epidemic encephalitis and syphilis, which have a 
predilection for the central nervous system, febrile illnesses, intoxications— 
especially by alcohol, bromide and lead—and metabolic disorders, such as 
thyrotoxicosis and diabetes. Whatever the etiological agent, the symptoms 
and signs are much the same. The all-important change in personality has 
already been mentioned, and the relatives may also report that the patient 
shows an unusual instability and lability of mood. The patient may or may 
not admit to an intellectual deterioration, but the practitioner should make a 
point of testing for this. Textbooks advise the use of simple arithmetical 
calculations, memory and general knowledge tests, but these may give little 
indication of any but gross changes in intellectual functioning. It is not too 
much to ask every practitioner to be armed with such simple, rapidly 
administered and easily scored tests as are described by Wells and Ruesch 
(1945). No conclusion should be reached, however, unless the level of in- 
tellectual efficiency before the illness can be estimated. In more subtle cases 
valuable and accurate estimations of intellectual deterioration may be ob- 
tained by using tests specifically designed to bring to light differences 
between previously attained intellectual efficiency and the level at the time 
of examination, but these are best administered by a psychologist. 

Other symptoms to be expected in mental illness of organic origin are 
deterioration in judgment, alterations in mood, and disorientation. Here 
much reliance must be placed upon the evidence of relatives and perhaps 
employers. The first symptom may be a lability or instability of mood which 
is striking enough to cause comment. Judgment, too, in personal and 
business affairs may be sufficiently impaired to be noticeable to others. Dis- 
orientation is usually a later symptom and may be complained of by the 
patient or elicited through simple examination. 


FUNCTIONAL PSYCHOSES 


The term ‘functional’ is applied to disorders like schizophrenia and the 
manic-depressive psychoses, because there is, as yet, no definitely known 
organic pathology. ‘Treatment is therefore still at an empirical stage, but it 
is sufficiently effective to warrant every effort being made to establish an 
early diagnosis. There are still too many cases in which relatives and 
physicians fail to recognize the seriousness of behaviour and personality 
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changes until the disorder is too far advanced for any treatment to be effective. 

Schizophrenia.—When fully developed this grave mental illness is easily 
recognized, for the patient presents a picture which illustrates the popular 
concept of insanity. The early symptoms are notoriously difficult to recog- 
nize. From an early age, the patient may have had an odd personality, so that 
pathological changes, appearing as they do gradually and subtly, may pass 
unnoticed. The patient may consult his doctor about some physical com- 
plaint and there may be just sufficient strangeness in his requests to make 
the practitioner suspicious. In such cases it is a good plan to ask the patient 
what is Ais explanation of his symptoms, and his answers may reveal a 
delusional system. Similarly the patient may request an operation for some 
bizarre reason—castration to cure sexual preoccupation, or plastic surgery to 
remove some insignificant blemish. More often the patient is brought by 
relatives who describe odd and strange behaviour, but just as often they 
reveal difficulties in human relationships, shyness, withdrawal, day-dream- 
ing, preoccupation with unusual philosophies and religions, inability to 
concentrate upon work, and the like. The practitioner may be unable to 
elicit much from the patient; indeed, a stiff manner of presentation and a 
reluctance to show trust in him or to give him full confidence may be 
the only positive finding. Schizophrenia should be suspected in any 
adolescent, or young adult, who exhibits withdrawal from normal social 
contacts, preoccupation with somatic complaints of an unusual type, ab- 
sorption in day-dreams and fantasies, difficulty in concentrating upon the 
events and work of the everyday world, and a stilted manner of presentation. 
This would be abundant evidence that a psychiatric opinion was required. 

Manic-depressive psychosis—Mania, even in a mild form, should be 
recognized easily enough by all save the patient. Over-activity, exuberance, 
irritability, alternating with euphoric goodwill, poor judgment, rapid 
talkativeness and distractability tell their own tale. The patient insists that it 
is ridiculous for him to consult a doctor, though he may put the blame on 
alcohol or drugs. The symptoms come on suddenly, and there is usually a 
history of swings of mood. 

The early signs of depression are more difficult to recognize and assess. 
Very often the patient first consults his doctor about some physical symp- 
tom: exhaustion, insomnia, headache, indigestion, constipation, difficulty in 
concentrating, restlessness—one or more of these may be all that he is 
willing to talk about. Eagerly he seeks reassurance from his doctor that his 
symptoms can be attributed to some physical disease, though he may be 
acutely aware that his distress is predominantly mental. At this point any 
unsympathetic attitude may make him more determined than ever to hide 
his own feelings as best he can. If he does not manage to make his real 
complaint known to the doctor, he struggles to continue with work he is 
unfit for, and ekes out a miserable existence until he recovers spontaneously, 
or, to everyone’s surprise, attempts suicide. Hence the importance of en- 
couraging such patients to talk, of showing them that each complaint is given 
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serious consideration, and of carrying out a careful and extensive physical 
examination. From the relatives will be obtained an account perhaps of 
previous mood swings, perhaps of small deviations in character and per- 
sonality, evidence of feelings of unworthiness or guilt, or indirect hints that 
death would come as a welcome release. 

Differential diagnosis is always difficult in mild and early depressions. 
Organic disease can be excluded to the practitioner’s satisfaction, but if the 
patient remains unconvinced the presence of depression should be suspected. 
Obsessions and hypochondriacal phobias may cloak an underlying de- 
pression, and deceive both patient and practitioner. The depressive, how- 
ever, allows reassurance to pass him by, repeats the same description of his 
feelings and shows little intellectual interest in rational therapy. The 
neurotic, on the other hand, would be intolerant of such a stereotyped pro- 
cedure and generally shows enjoyment and interest in tracing the interplay 
of cause and effect in his past experiences. 

Too great emphasis cannot be placed upon the early recognition of de- 
pression, for it is exquisitely painful, dangerous to life, and distressing to 
all who know the patient. This is all the more true since the majority of 
cases can have the attack shortened or relieved by modern methods of 
treatment. 

THE NEUROSES 

As described in textbooks the various neurotic syndromes appear as clear- 
cut entities, but it should be remembered that they constitute reaction 
patterns, having the distinct purpose of defending the patient from this or 
that environmental stress. Each individual is liable so to react to a greater or 
lesser degree, especially in the fierce competition of modern city life. The 
emphasis upon and striving after material security, which characterizes the 
political atmosphere today, shows how much the population as a whole is 
affected, but the anxiety of the individual is too complex and subtle to be 
much relieved by material prosperity alone. Indeed, the removal of external 
adversity may increase his inner anxieties. Mankind has, it seems, been too 
suddenly removed from the slow tempo of rural life in which, as FitzGerald 
(1951) points out, he is able to accept his fate with philosophic resignation 
as he sees his fortunes rise and fall from causes over which he has no 
control. The analytical schools see in stresses of early development the basic 
causes of neurotic breakdown in later life, but there are many cases which 
respond to the adjustment of present-day difficulties of which the patient is 
all too painfully aware. The general practitioner should not, in fact, regard 
himself as therapeutically helpless because he has neither the time nor the 
specialized knowledge to carry out a deep analysis. 

Anxiety states.—Anxiety is a state of tension which is experienced when- 
ever conflict is aroused between conflicting wishes, or when a strong desire 
is blocked by circumstances or situations over which the individual has no 
control. Often the conflict is between an instinctive impulse and socially 
acceptable standards of behaviour, as when a soldier wishes to escape from 
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danger, but is prevented from doing so by an equally strong desire to act 
bravely. Anxiety can be experienced as a constant strong feeling of dread 
even when the conflict remains at an unconscious level, but in the majority 
of cases the individual is quite aware of the desires which are being frus- 
trated. Anxiety is, in fact, such a simple and common reaction that medical 
aid is seldom sought unless it is sufficiently prolonged and severe to cause 
exhaustion. The latter appears so readily and rapidly that the earliest 
symptoms of which the patient complains are insomnia, difficulty in concen- 
trating, and somatic discomforts. ‘These symptoms are so crippling that the 
patient may add the fear of insanity to his original anxiety. This is often 
suggested by the common sensation of tension in the head, which is called 
a ‘headache’ for want of a better term. The feeling of fullness, of a tight 
band, or an intolerable weight on the vertex, combined with inability to 
concentrate, not unnaturally makes the patient feel that his sanity is in 
danger. Other patients whose symptoms are more prominently in the cardio- 
vascular system fear that their hearts are disordered; others with gastric 
symptoms are equally convinced that they have organic abdominal disease. 
What the practitioner should note is that it is not sufficient to reassure the 
patient that ‘there is nothing wrong’ with him. Organic disease should be 
excluded merely as a preliminary to the investigation and treatment of the 
real trouble—anxiety. 

Hysteria.—No one would care to have the term ‘hysteric’ applied to him, 
for in common parlance its technical meaning has been replaced by an 
epithetic connotation. This is perhaps not surprising since emotional im- 
maturity, exhibitionism, suggestibility and desire to attract attention and 
affection are such prominent features of the hysterical personality. And no 
one wishes to believe that he retains in adult life features which, endearing 
though they may be in childhood, are exasperating and difficult to tolerate 
in a grown-up. The man in the street and, it must be admitted, many doctors 
fail to recognize that hysterical symptoms cannot be discarded by an effort 
of will. This is because most hysterics, if not all, have in childhood been 
deprived of normal emotional satisfactions. ‘They have been denied affection, 
and are compelled to seek it by pathological means in later life. Hence it is 
comparatively easy to remove an individual hysterical symptom but very 
difficult to effect a readjustment of a hysterical personality. 

The earliest symptoms of hysteria take many forms, indeed any system 
may be affected and any disorder simulated. But the seizure, pain, an- 
zsthesia, paralysis, amnesia, or other symptom should not lead to a diagnosis 
of hysteria unless the previous personality gives a clear indication of hysterical 
attitudes and behaviour. This is especially important because hysterical 
symptoms may appear as prodromal symptoms of schizophrenia. 


MINOR DEGREES OF MENTAL DEFECT 


The early symptoms of the grosser forms of mental deficiency are so obvious 
that they are seldom missed, although they may be condoned or concealed 
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by parents, but the higher grades of feeblemindedness or dullness and back- 
wardness are very often unrecognized by the medical profession. The busy 
practitioner so often has to listen to confused, badly expressed histories 
that he thinks he is dealing with ‘normal’ stupidity when in fact the case is 
one of intellectual defect. Frequently, too, this type of patient comes to the 
doctor with a genuine and obvious physical complaint. What is not sufficiently 
recognized is that the individual of poor mentality often suffers from poor 
health also. His ill-developed mind is only one of the stigmas of degenera- 
tion; he is, in short, an inferior individual physiologically and anatomically, 
as well as psychologically (MacCalman, 1942). Many of the patients who 
crowd surgeries, occupy hospital beds, and attend one out-patient depart- 
ment after another are of this type. They are not referred for psychiatric 
examination because they are being treated for such genuine organic com- 
plaints as poor vision, disordered metabolism, orthopedic disability, and 
the like. But these complaints, genuine though they may be, have often 
a psychogenic background, for the general health will often improve drama- 
tically when such patients are happily engaged in suitable employment. 

Defectives are not only prone to the cruder forms of psychological dis- 
order, but also tend to have difficulties in employment, and often behave in 
an asocial way. They contribute significantly to the number of delinquents 
and prostitutes, and their high fertility rate accounts for much of the over- 
crowdi,g in the poorer parts of the cities or the misuse of the new housing 
facilities that are provided for them. The large bulk of what are called ‘prob- 


lem families’ are created by dull and backward or feebleminded parents. 
The medical profession would make a significant contribution to a great 
social as well as medical problem if, in cooperation with the teaching pro- 
fession, they were able to make an early diagnosis of this type of patient. 


CONCLUSION 

Space does not permit consideration of the early symptoms of obsessional 
states, the paranoid reaction, delinquency, psychopathic personality or the 
psychosomatic conditions. Nor has much been said, save indirectly, of the 
importance to mental health of early development. The ground has been 
covered so well in this respect by Bowlby (1951) that it would be pre- 
sumptuous to attempt to deal with it here. 

Enough has been said, perhaps, to indicate how important it is to make 
a correct diagnosis of mental disorders at an early stage. The need for ex- 
tensive research in this field has also been emphasized. 
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MENTAL DISEASE IN THE ADOLESCENT 


By A. SPENCER PATERSON, M.D., F.R.C.P.Ep., D.Psycu. 


Physician-in-Charge and Lecturer in the Medical School, Department of 
Psychiatry, West London Hospital. 


It is evident that any physical disease occurring in adolescence which en- 
tails a risk of complications should be treated with the utmost urgency. 
This rule applies no less in the case of neurosis or psychosis, yet there is 
sometimes a tendency to procrastinate in the hope that the young patient 
will grow out of it. It is often feared that a visit even to a first-class psychiatric 
clinic may frighten a child, if only by contact with other patients. This 
attitude is not justified. It often happens that the business-like, unemotional 
way in which such problems are handled leads to an immediate relief of 
tension, beth on the part of patient and relatives. 


CASE-TAKING 
Where no specialist help is available, the practitioner himself can do a great 
deal. Perhaps he already has the advantage of having known the patient and 
his family for many years. Half the battle in understanding a mental case is 
to know how to take a good history (psychiatric case-taking cards are ob- 
tainable from H. K. Lewis & Co., Gower Street, London, W.C.1.). First, 
the questions which are usual in any case of illness in childhood are asked, 
namely: were the pregnancy and confinement normal?; was the child breast 
fed?; ages at passing the milestones of walking, talking and reading; home 
conditions; was there affection and security or domestic strife, or separation 
from home? Common nervous symptoms in early childhood include fears 
of the dark necessitating night lights, feeding difficulties, temper tantrums, 
tics, fits or faints, enuresis, stammering, excessive fantasy and general ir- 
ritability. Was he frank and open and an easy mixer, or shy, retiring and 
dreamy? 

At puberty it is common for boys and girls to show a diminution of 
spontaneous activity before its onset. In girls, the most common ages for 
the menarche are thirteen, twelve, fourteen and fifteen—in that order. 
Contrary to general belief, climate and environmental factors make no 
appreciable difference. Worry may be caused if the onset of menstruation 
is unduly early or late. Puberty in boys is, on an average, a year later. 
Adjustment is more difficult if puberty comes on very quickly and in marked 
degree and if it is accompanied by obesity, especially in girls. The attitude 
of the girl to puberty is significant, also whether or not she has been warned 
previously of what would happen. The adolescent, however, should not be 
questioned about sexual matters at the first interview, but only after his 
confidence has been gained. Mental instability in the family should also be 
recorded. 
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The practitioner will probably have had some account of the child’s 
problem from the parents or teacher. In dealing with the child, it is necessary 
to adopt a positive attitude throughout. For instance, an attempt is made to 
break the ice by chatting with the child about what he is actively interested 
in, such as sports, motor cars, or music. When the patient is worried and 
silent, he should be induced to draw anything that comes into his mind, and 
the subject matter may provide a pointer to the cause of his problems. 

Eventually, after his confidence has been gained, the child will probably 
be willing to talk about his problems. Most practitioners, however, will 
prefer to send the child where specialized help can be obtained, and allow 
the patient to tell his story there for the first time. 


ETIOLOGICAL CONSIDERATIONS 

In all psychiatric breakdowns an etiological tripod can be visualized in which 
the three legs are:—(1) inborn constitution; (2) physical disease or injury; 
(3) psychological stress. Each of these plays a part in every case, but to a 
varying degree. The constitutional factor may be gauged by the degree of 
instability in the family, the child’s innate intelligence and an emctional 
lability in early life. His physique and endocrine make-up will determine in 
part the form which the subsequent breakdown will take. Disease or injury 
of the brain in early life may be responsible for symptoms appearing in 
adolescence. Severe cases of compulsive obsessional illness may have had 
some mild encepkalitis in childhood. The causes of psychological stress may 
be obvious in the conditions at home or at school. 

Mental health depends upon making a satisfactory adjustment to changing 
circumstances, and this is particularly difficult in adolescence. At this time 
the boy’s emotional development may be described as follows :— 

Before puberty, he has felt a physical, child-like love for his mother, and 
he has enjoyed a sense of affection and security from his father. During 
adolescence and early manhood, however, he has to live through an 
emotional drama which is symbolized by the myth of slaying a dragon 
(which nowadays means mastering an occupation) to win the fair maid and 
found a new home. As a mature man he will be independent and self- 
reliant, and Woman, from meaning Mother—to whom he is in a position 
of subordination—will mean Wife, to whom he will have a passionate and 
comradely relationship. The emotional life of adolescence, which is half- 
way between childhood and manhood, is one fraught with discomfort and 
frustration. The boy has to put some distance between himself and his 
mother, and compensates for this by a sense of community with his school 
fellows and a new urge towards learning and culture generally. The same 
mutatis mutandis applies to girls. 

There is in adolescence a marked intensification of feeling generally. He 
is over-sensitive to what people think of him, with occasional spells of mis- 
placed over-confidence. His intense feeling makes it difficult for him to 
control his actions. ‘he increased tempo of physical changes makes him 
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awkward and unstable. It is important, however, to distinguish a passing 
awkwardness from symptoms that may indicate a more doubtful prognosis. 


COMMON SYMPTOMS 


These may be either of a psychotic or a neurotic character. A high pro- 
portion of more serious breakdowns in adolescents show schizophrenic 
symptoms of greater or less degree. These are more likely to occur after 
puberty, whereas neuroses generally appear a year or two earlier. The 
patient may be dreamy, retiring, foolish, and even hallucinated or deluded. 
Again, he may become very depressed and even suicidal, especially if he is 
ambitious and has failed an examination. Epilepsy often makes its appear- 
ance at puberty. There may be serious neurotic symptoms, such as per- 
sistent anxiety with panic attacks. Compulsive behaviour, such as constant 
hand-washing, may occur, or continual obsessional rumination over abstruse 
religious or philosophical problems to which there is no answer. 

Personality disorders of various kinds are common, with persistent lying, 
dishonesty, pilfering or truancy. In some quarters such youths form them- 
selves into gangs. Sexual misdemeanours form common presenting symp- 
toms. Excessive masturbation is the most common. Sometimes a boy will 
admit to a persistent preoccupation with another boy. He wants to gaze at 
him or touch him. Sometimes an act of sodomy has occurred as a symbol of 
rebellion against authority or as an act of bravado. At all schools two or 
three boys who are in a position of leadership may initiate a fashion of 
mutual masturbation and smutty talk. Such outbreaks may occur at any 
school. They are dealt with, for the most part, more rationally nowadays. 
The school homosexual is either an athletic type of boy misusing his 
authority, but more often a delicate boy who misses the camaraderie oc- 
casioned by team games and vaguely seeks a substitute in sentimental day 
dreaming about his more athletic school fellows. Preoccupation with in- 
flicting pain or tying himself up, or with fetishes such as smooth or furry 
objects, may occur. 

In girls, anxiety symptoms may result from abnormal physical changes, 
such as a very early menarche. ‘Crushes’ and oversentimental attitudes 
towards older girls are not usually serious. Masturbation is often a problem, 
A relatively common syndrome is one in which the girl unconsciously 
rejects the signs of womanhood because of some emotional conflict. She 
may wear a coat in the house to hide her figure. She comes, in time, to 
starve herself (anorexia nervosa); she thus obtains satisfaction from be- 
coming once more slender like a child. She may shave the hair on her body. 
Her menses cease. She becomes round-shouldered to hide her bust, but 
eventually emaciation makes this unnecessary. Such patients often develop 
endocrine and autonomic nervous changes, such as a downy growth of 
hair on the body, and Raynaud’s syndrome. Obsessional symptoms, 
such as excessive hand-washing, may occur. Unstable girls tend to be 
more demanding and dramatic, and hysterical pictures are commoner. 
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SOME CASE HISTORIES 
The following are some fairly typical case histories taken from a series of 
200 adolescents seen in the last few years. They consist of a case of schizo- 
phrenia with obsessional symptoms; one of anorexia nervosa and obsessional 
illness; a case of hysteria, one of stealing, and one of bed-wetting. 


Case 1.—Schizophrenia with Obsessional Symptoms 

L.M.., a girl aged eighteen, was first seen early in 1945. 

Complaint.—She worked in a large office and she said that people were talking 
about her and laughing at her. She was irritable and tearful. She was over-tense and 
unable to make up her mind about anything, and she was apt to get up and wander 
about at night. Inability to concentrate ; introspection. 

History.—Two years previously she had taken Matriculation and before that she 
had overworked. When in her office, she felt that the others were all talking about 
her. She had read an article on how to choose a boy friend and was convinced that 
the author had written the article for her benefit. She said that her mind went 
blank on occasions and she could not think. Many relatives had been subject to 
great outbursts of rage. Her father’s father had such a ferocious temper that one 
son had run away from home at the age of fifteen. 

The patient had reacted to her own aggressive impulses by developing a large 
number of obsessional symptoms which prevented her from making almost any 
decision. When given a job at the office, she spent hours considering it from every 
angle before acting. She was obsessed with a feeling of impending disaster. Her way 
of making decisions was to open a Bible at random, hoping to find a text which would 
guide her. She tried to be entirely passive. She said ‘I have always had to do exactly 
what Father told me. He expects Mother to do so too, so they always quarrel. A 
brother of Father’s killed his own sister in a rage. Father used to have epileptic 
fits and he threatened once to kill me. Cruelty gives me sexual feelings. As a child I 
used to masturbate while imagining that boys were throwing stones at my naked 
body. I do not want to grow into a woman like Mother. Sometimes I day-dream 
that I am an R.A.F. hero making love to a girl; sometimes that I am a soldier being 
tortured. I am always afraid that I will injure someone, so I want to do only God’s 
will or Father’s will’. She said that the nurse had injected her with drugs when she 
was asleep and that her bed was perfused with electricity. People were watching 
her through a ventilator. She hears the doctor’s voice speaking to her at night. 

The patient was given 10 electro-cerebral treatments, after which there was a 
marked improvement. Menstruation, which had been irregular, now became normal. 
Her psychotic symptoms disappeared, leaving a residue of comparatively mild 
obsessions. A course of pyschotherapy then became possible. An inquiry six years 
later elicited the fact that she had required no further treatment and had been 
married five years. 


This case shows how a sensitive girl developing in an atmosphere of 
insane outbursts of rage on the part of her father, and with a dangerous 
psychopathic heredity, can react with a psychotic episode in which her will 
is paralysed. If the habit is broken, however, by physiological treatment and 
psychotherapy and the patient is removed from home, improvement may 
be lasting. When the psychosis is less amenable, insulin coma treatment is 
indicated. 


Case 2. Anorexia Nervosa with Obsessional and Schizoid Symptoms 

E.D., aged seventeen, was first seen on 15.1.45. She weighed only 6 stones (38 
kg.), although her highest weight had been 9g stones (57 kg.). She had a downy 
growth of hair on the body and side whiskers grew down over her cheeks. She had 
not menstruated for fifteen months. Her parents said that she had become solitary 
and she was unable to make friends with other girls. At a party she would just stand 
apart and look on. At times she felt she had ‘intuitions’ when she knew what people 
were thinking. She had various compulsive obsessional symptoms and she would 
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take nearly an hour over a bath. She was always washing her hands and she felt 
that she had to do the same thing at the same time every day. She stated that she 
had not been able to laugh for many months. She was preoccupied with the idea of 
food, saying it lay heavily on her stomach and that eggs or meat made her feel sick. 

She was said to have been a normal child. Her menarche was at eleven, when she 
was a plump, healthy girl. Her father had received a gunshot wound in the head in 
the 1914-18 war, followed by a chronic anxiety state, and her mother had had a 
thyroidectomy for Graves’ disease. ‘The patient’s symptoms had come on when she 
had gone during the 1939-45 war to an office job in the City, which involved a 
journey of an hour each way. The patient had rather blue extremities and suffered 
from Raynaud's disease. 

Treatment consisted first of all of psychotherapy with dream analysis. This re- 
vealed a conflict with regard to her father. She felt that he did not want her to grow 
up and she desired to remain a girl and rejected signs of womanhood. For a time a 
rather obese aunt with a greasy skin had lived with the family. This woman had a 
hearty appetite, which disgusted the patient. At the same time, a teacher of the 
patient’s was a strong vegetarian and talked of the cruelty of slaughtering animals. 

The patient was given eestrin and corpus luteum hormone. She put on 25 Ib. 
(11 kg.) in weight but tended to relapse. However, six treatments with electro- 
convulsion therapy helped to break the habit of emotional tension. She made rapid 
progress thereafter, reaching 10 stones (64 kg.) in weight. She was able to take a 
job, saying that she was now almost free of her obsessions. Recent inquiry has 
elicited that she is still well, four years later. She weighs over ten stones, has been 
working, and is training to be a skating instructress. She has just refused an offer 
of marriage. 


Case 3.—Case of Stealing 

].D., aged fourteen, was an overgrown boy who had already passed the stage of 
puberty. He was referred for persistent stealing, including money belonging to 
school fellows. His conduct otherwise was unsatisfactory. He was found to urinate 
at night into his water jug, and he was found masturbating while handling 
his five year old half-sister. Otherwise, he appeared an athletic, friendly boy who 


was lacking in confidence. 

The patient had felt unwanted. His mother had married three times and he was 
the sole offspring of the second marriage. He was always kept short of money. He 
had been promised a shilling an hour for working on his father’s farm but when he 
was given 30s., his usual pocket money was stopped. A watch left to him had been 
sold by his mother, but he had not seen any of the money. 

Besides any beneficial effect of psychotherapy, several factors helped to ensure a 
lasting recovery: (1) his various relatives, to whom he was much attached, made a 
point of visiting him at school and asking him to stay with them for part of the 
holidays ; (2) the other boys in his house were asked to keep his stealing dark from 
the rest of the school and to treat him as if it had never occurred ; (3) he was given a 
definite allowance which enabled him to start saving, as he had always desired to do. 


Case 4.—Bed-wetting 

J.A., aged fifteen, was referred three years ago with a history of bed-wetting on 
an average five days a week since the age of seven. 

History.—The boy’s father and grandfather had both had frequency of micturition 
and suffered from enuresis when boys. The patient had been dry until he was seven, 
when his father was killed in action. Since then he had wet the bed, but this was 
more frequent when he was at home with his mother and two grown-up sisters than 
when he was at school. He stated that when his father was killed he was extremely 
miserable, especially at witnessing his mother’s distress, and that he welcomed sleep 
and the forgetfulness which it brought. As it is known that emotional conflict can 
lead to hypersomnia, it is possible that this was the mechanism at work. 

At first it seemed impossible to obtain the boy’s confidence as he affected a 
superficial frankness which was hiding an unwillingness to discuss his real problems. 
Eventually, however, he said that a former head of his house had instituted a practice 
of getting boys to go into a study after lights out. They would then drink sherry or 
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smoke cigarettes, tell smoking-room stories, but also do their preparation for the 
next day which they had neglected to do at the proper time. The patient had been a 
ring-leader in perpetuating this custom. It had several advantages. With going to 
bed at a later hour, he was less likely to wet. The cigarettes made him sleep more 
lightly and he felt very grown-up and worldly. In this way he was compensating 
for his childish habit of bed-wetting. The practice, however, made him irritable 
next day and his powers of concentration suffered. It accentuated his rebellious 
attitude against authority, and a crisis occurred when he was rude to the house 
matron. A little later he woke up one night and decided to raid the till in the school 
tuck shop. He was, however, unable to do so owing to the presence of a policeman 
in the neighbourhood who arrested him. 

Our treatment consisted of giving him 5 mg. of ‘dexedrine’ so that he slept more 
lightly, and this made it easier for him to break his bed-wetting habits. He was also 
given posterior pituitary snuff which tended to inhibit urinary secretion. 

His general attitude was that he was not sufficiently intelligent to follow in his 
grandfather’s footsteps of being a mining engineer, and he pictured himself as being 
an artist. This furnished an excuse for skimping his studies. With treatment, how- 
ever, his general health improved. He developed into something of an athlete and in 
time became a prefect. His bed-wetting was reduced to two days in three weeks. 


Case 5.—Hysteria 

Some patients are so much impressed by the general atmosphere of a psychiatric 
clinic that the recovery is almost immediate. V.T., aged sixteen, came with a com- 
plaint that her right foot had begun to turn in, and she walked with a limp. She had 
already been treated for five months in an orthopedic hospital and had had an opera- 
tion on the other foot about nine months before. 

A full psychiatric history was taken, in which it appeared that the girl had been a 
little backward at school but was now serving as a saleswoman in a children’s shoe 
shop. Her occupation had drawn her attention to her feet. Being a little slow and 
backward, she became very tense and found the work too much for her. She had 
been conscious of tight feelings in the right leg and foot, and this had caused her to 
be taken to an orthopedic hospital. After treatment lasting six months, which ap- 
peared to be successful, she was now complaining of a similar symptom in the 
other foot. 

It was explained to the girl that her present work was not quite suitable for her, 
but that work of a less responsible and worrying type could be found for her in the 
same store. She seemed reassured, and with her mother’s permission was put into 
a hypnotic state, when it was suggested that she could walk perfectly well. One 
treatment alone was entirely successful, and when the patient returned to hospital 
a week later her foot was still normal. Arrangements had been made for giving her 
easier work. 


TREATMENT 
A thorough investigation of the adolescent patient enables the psychiatrist 
to assess how far inherited constitution, physical accident or disease and 
environmental stress have contributed to the breakdown. The level of in- 
telligence and any special defects or abilities are assessed; one finds out 
what are the patient’s ambitions and whether he feels frustrated, and where 
his affections lie. On the basis of this, an estimate is made regarding prog- 
nosis. This last depends upon how early the patient is seen, and on the 
patient’s positive assets and the possibility of allowing him to find self- 
expression. Even the most alarming psychotic symptoms may clear up with 
treatment. It has been found that in adolescence more than in later years 
a schizophrenic reaction has a relatively good prognosis, environmental 
stress producing a psychotic rather than a psycho-neurotic reaction. The 
more malignant types of this disorder may occur at the age of fifteen or 
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earlier. Often there is a partial recovery, but the trouble may recur later. 
The course of the disease, however, is markedly altered for the better by 
treatment, and even in the most serious cases the patient may be able to live 
a useful though sheltered life indefinitely. 

Psychotherapy forms the backbone of treatment, but insulin coma may 
be necessary. In many cases electro-cerebral treatment of one kind or 
another is an adequate physiological adjunct. Psychotherapy can often be 
shortened by administration of a sedative, especially in cases of tense, anxious 
individuals. Intravenous ‘amytal’ or inhalation of trilene have been found 
useful. Often it is advisable to remove the patient from home to a clinic or 
hospital for a time so that further investigations can be made and more 
thorough psychotherapy or other treatment given. 

Often the authorities at a boarding-school ask that the pupil be under a 
psychiatrist for some weeks or months. Then it is possible after investigation 
to refer him to a special school run for difficult boys. Parents are, however, 
often unwilling that their son should mix with others who they believe 
will be undesirable company. The special school should therefore be care- 
fully chosen. Advice can be obtained from the Social Case Work Depart- 
ment of the National Association of Mental Health, 39 Queen Anne Street, 
London, W.1. 

The young delinquent is treated in much the same way as other unstable 
adolescents. The practitioner may occasionally encounter a patient who is 
about to face a charge at a Juvenile Court. The purpose of these Courts is 
to look to the welfare of the adolescent and remove him, when necessary, 
from undesirable surroundings, and secure that appropriate provision is 
made for his education and training. Various courses may be adopted by the 
Magistrate. One of these is that the boy may be put on probation, and 
another that he be boarded out with suitable foster-parents. In any case, 
treatment at a psychiatric clinic may be recommended. Solicitors defending 
such a boy are often anxious to have him examined by an independent 
psychiatrist before the Court case comes off, so that the suggestion may be 
made that the boy be treated in a psychiatric clinic as an alternative to 
punishment. The Institute for the Scientific Treatment of Delinquency in 
London, for example, has acquired a world-wide reputation for its pioneer 
work, 
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OBSESSIVE STATES 


By ALEXANDER KENNEDY, M.D., F.R.C.P., D.P.M. 
Professor of Psychological Medicine, University of Durham. 


Tue pathological obsession is an exaggeration or a caricature of an ex- 
perience which is familiar to all. The tune that runs in the head, the child 
stepping between the cracks in the paving stones, or the temptation to start 
a new page rather than make an alteration are examples of impulses to un- 
necessary acts having a mildly compulsive character. The minor obsession 
appears to be a by-product of mental activity which, in moderation, does 
little harm. An obsession may be defined as a conscious unwanted thought 
or impulse which persists or recurs even though it is recognized as more or 
less irrational and alien. It is accompanied by an increasing tension which 
may become intolerable if the individual does not give it his attention, or 
tries to resist the impulse. After each repetition the tension is for the time 
being relieved. 

The severe obsessional neurosis is incapacitating and intensely distressing, 
and since it occurs usually in patients with a strong sense of responsibility 
who are prepared to help themselves so far as they can, the practitioner to 
whom they appeal for help is usually in the position of wishing he could do 
more. Obsessiondl states account for quite a large proportion of the failures 
in psychological .reatment by experts, but with kindliness and patience alone 
the practitioner can, in fact, contribute a great deal to their prevention and to 
mitigating the distress they cause. 


VARIETIES OF OBSESSIVE STATE 


Although there is no clear distinction between different kinds of obsession, 
they are usually divided into the two main groups of compulsions and 
ruminations, and there are as well a number of other states having an 
obsessive character. 

Obsessive-compulsive states.—These vary from simple tics, grimaces and 
mannerisms which compel conscious attention only when the attempt is 
made to resist them, to highly coordinated rituals in which objects must be 
arranged, questions asked and answered and assurances received before the 
patient can achieve peace of mind. Impulses to touch, count, shout or 
dance which are entirely foreign to his normal stream of thought may draw 
unwelcome attention to the patient and cause him intense distress. 

Another form is the compulsive ritual which is usually of a propitiatory 
character. 


A student, for instance, who was worried about his chances of passing an examina- 
tion felt compelled always to walk in the middle of the pavement and to occupy the 
exact centre of rooms in which he was working. Finally, he used to measure his 
distance from the walls with a ruler and to count the number of words above and 
below the middle of the page he was reading. Typically, he had no compulsions 
during the written examination, which he passed without difficulty. 


August 1951. Vol. 167 (122) 





OBSESSIVE STATES 123 
In the diagnosis of some highly coordinated compulsive acts, especially 
the compulsion to steal or kleptomania, great care must be taken to ensure 
that the obsession is consistent with the patient’s personality. Kleptomania 
is, in fact, a fairly rare condition for which the patient is likely to seek advice 

before, rather than after, a charge for larceny has been preferred. 
Obsessive-ruminative states—Here the patient is preoccupied with a 
mental image or train of thought which forces itself into his consciousness 
so that a great effort is necessary if he is to think of anything else. The 
simplest example is the phrase or tune, and some of these have a quality 
which makes them more ‘catchy’ than others. Mark ‘Twain's famous jingle— 

‘Punch brothers, punch with care 
Punch in the presence of the passenjare’. 

which was passed on from one person to another to become a burden to each 
in turn, is a good example. Others become obsessed with phrases such as 
‘The dictatorship of the proletariat and the disappropriation of the bour- 
geoisie’. Sometimes these have to be repeated in time with the sounds of 
machinery or with any music that the patient hears, so that he cannot travel 
by train or even leave his home for fear of hearing a rhythmic sound which 
will start him off. In other cases the preoccupation is with an abstract 

question, such as determinism or free-will or the efficacy of prayer. 


One patient was unable to rid herself of the idea that each breath might be her 
last and, having read a good deal about the physiology of respiration with little 
comfort, tried each night to convince herself that the process could really continue 
while she went to sleep. 


In some cases the thought takes the form of a scene in the mind’s eye 
which the patient feels impelled to conjure up again and again. Such 
mental images are often of an obscene kind and quite foreign to the patient’s 
normal inclinations, so that he becomes distressed and exhausted by his 
efforts to force the idea out of consciousness by thinking of other things. In 
the ‘folie de doute’ the patient constantly questions his own conduct or the 
wisdom of his plans so that he may, for instance, miss his train because he 
is unable to decide whether to take a bus or a taxi to the station. 

A number of other conditions have much in common with the true 
obsessions described above and have to be distinguished from them. 

The thobias.—These are fears which often have an obsessional character, 
such as the fear of insanity, or of cowardice, or of debt. Fears of a more con- 
crete kind which are brought on only when the patient is reminded of the 
feared object, such as mice or trains, are associated with crises of anxiety 
and found in the chronic anxiety states. 

Tics and habit-rhythmas.—Many simple tics have little conscious com- 
ponent and are due to abnormal nerve impulses reaching the muscles. 
Certain more highly coordinated acts including those of an aggressive kind 
may appear to be compulsive but, in fact, are automatisms which are 
associated with demonstrable changes in the cortical rhythms as shown by 
electroencephalography. In some cases the patient is under the impression 
that these acts are voluntary and tries to explain them away. The habit- 
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rhythmias, such as spasmodic torticollis, can be inhibited by an effort and 
even respond to some extent to treatment by suggestion, but their organic 
background is hardly in doubt. The highly complicated gaits and com- 
pulsive utterances associated with the late effects of encephalitis lethargica 
are quite indistinguishable from obsessive states, even to the fact that their 
content can be traced back to psychological disturbances with resulting 
temporary improvement (See case 6). 

Addictions and perversions.—Whilst these undoubtedly have a compulsive 
character their insistence is more comparable to the pressure of the instincts 
or the desire for food and water. Although, as in the obsessions, non- 
compliance produces great tension, these states do not often occur in the 
same type of personality, and the process by which they are conditioned has 
no resemblance to the onset of an obsessional state. 


ETIOLOGY OF OBSESSIONS 


The tendency to obsession is present in different individuals to a very 
varying degree. Although it is difficult to demonstrate the inheritance of 
severe obsessional neurosis, there is not much doubt that the tendency is 
very common in the relatives of patients, even if allowance is made for the 
possibility that the children, instead of inheriting it, might be guided into 
the obsessional way of life by the example and approval of their parents. It 
is, in fact, probable that pathological obsessional states occur in people who 
start with a constitutional predisposition to this type of reaction, and in 
whom the tendency is fostered by circumstances, or the power to resist 
lowered by physical disease or by the psychological effects of adversity. 

The obsessional personality is often evident very early and includes a 
preference for an orderly, predictable life, a tendency to be scrupulous and 
law-abiding and to preoccupation with detail, so that the capacity to take a 
wider view of affairs is sometimes limited in consequence. The obsessional 
is usually a man of great integrity, sets himself a high standard and drives 
himself hard to maintain it. He is often rather rigid in his interpretation of 
men and values and has difficulty in understanding the advantages of com- 
promise. His outlook is often reactionary and he usually settles down early 
in life to an obstinate defence of the status quo. Others, however, may set 
themselves a goal of bringing things nearer to an ideal and work indefatigably 
and loyally for causes with which they identify themselves. Their efficiency 
is often lowered by an incapacity to delegate their work and by a perfection- 
ism which impels them to seek absolute standards of symmetry, fairness or 
accuracy when the acceptance of relative ones would allow them to achieve 
far more with the same amount of effort. They delight in games of patience, 
in philately, in the music of Bach and the meticulous painting of the pre- 
Raphaelites, It is said of these individuals that they have no sense of pro- 
portion in dealing with time or with money. 

As children, obsessionals are rather solemn and appear more mature than 
their years, are clean and tidy and often must arrange all their toys and go 
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through a complicated goodnight ritual with their parents before going to 
sleep. They are not given to displays of affection or to tempers, but when 
upset are more likely to sulk. Many children who exhibit these traits, how- 
ever, grow out of them completely later. There are, in fact, periods in the 
normal maturation of the individual when the obsessional tendency makes 
its appearance for a time. In particular, there is often before puberty a stage 
of grimacing, walking between the cracks of paving stones and touching 
railings. Games such as hopscotch and skipping games appeal to this 
tendency. Later on, in early adolescence there may be a stage of doubts and 
ruminations about religious or other abstract questions and about sexual 
matters. In the less intelligent the tendency may take the form of super- 
stition with impulses to perform propitiatory acts, such as throwing salt 
over the left shoulder or waiting for a lucky day. Whilst this description 
could hardly apply to any one individual it gives an impression of some of 
the many ways in which the obsessional trend may express itself. 

From the point of view of causation the obsessions may be divided into 
three groups: the psychogenic, the symptomatic and the organic obsessions, 
but there may be considerable overlap between these groups. 


PSYCHOGENIC OBSESSIONS 
An example is the hand-washing obsession :— 

Case 1.—-A boy of thirteen was brought up by his mother because he was washing 
his hands so often that they were becoming soft and macerated. He had been quite 
normal in this respect until four months before. During the previous three weeks he 
had been late for school in the mornings and was unable to settle down to play or 
homework because of the compulsion to wash. He was of above average intelligence 
(1.Q. 128) and was regarded as showing great promise at school, where he set him- 
self a high standard. He was much distressed by his condition and could only say 
by way of explanation that he felt that his hands were dirty and contaminated in 
some way and that he felt he must wash. He had also steeped his hands in dis- 
infectant, a fact which he was anxious to conceal from his mother. After general 
inquiries the question of masturbation was discussed, and after initial hesitation it 
was clear that he was glad to discuss the matter. He said that he had been taught to 
masturbate by another boy about eighteen months before and had continued the 
habit since. He had heard in conversation with other boys that masturbation was the 
cause of consumption and developed increasing feelings of guilt on each occasion. 
He had written out solemn oaths to give up the practice and had burned them over 
a candle and burned the ashes with further oaths. Six months ago the boy who had 
taught him to do it died from poliomyelitis and he felt that he would certainly suffer 
the same fate. He said that the urge to wash was not definitely connected with his 
fear of poliomyelitis but he saw that it might be. A general discussion of the subject 
produced visible relief, and improvement in all respects was reported within two 
weeks. He was encouraged to play football, which he formerly avoided, and the 
episode seemed to be completely over when he was seen again in three months. 


In this case a subject associated with strong feelings of guilt appears to 
have been partially repressed and the emotion has appeared in consciousness 
in symbolized form as a sense of contamination and an urge to wash. On 
reassurance about the guilt and on becoming aware of the connexion be- 
tween the worry and the presenting symptoms, the patient recovered. There 
could be no better illustration of the Freudian views of the importance of 
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guilt and of the repression of emotions associated with the sexual urge. A 
considerable proportion of obsessional neuroses do, in fact, have symptoms 
which symbolize hidden guilt-complexes, and bringing these to the surface 
with mobilization of the attached emotion usually causes the symptom to 
improve. In a large number, however, this improvement is temporary only. 
The psychoanalytic attitude to these relapses is to feel that there must be 
yet more buried material and, in fact, more can usually be found. Its dis- 
covery, however, gradually ceases to bring the same improvement and, in 
practice, the patients who recover completely are usually those who do so 
almost at once. Attempts to uncover the origins of the obsessional personality 
which Freudian psychopathologists equate with fixation at the anal-erotic 
stage of libidinal development are apt, whilst providing evidence in favour 
of the theory, to be therapeutically disappointing. The view is widely held 
that the personality is influenced by conflicts over habit-training in early life, 
and that it is important that not too much stress should be laid on this in 
bringing up children if obsessions are to be avoided. 

Once a patient has developed an obsessional state, certain secondary 
effects may make their appearance in time. The relief gained by confiding 
the experience to a doctor in the first instance may make the patient cling to 
him in the hope that he can again find material to discuss which has the same 
effect. He may also develop the habit of confiding to all and sundry, partly 
in order to gain relief by sharing his feelings and partly because of the fear 
present in all obsessionals that their condition may be unique and beyond 
the range of comprehension of ordinary men, which leads them to seek 
constant reassurance that they are understood. Another secondary effect is 
due to the fact that obsessions are forgotten in times of emergency. Patients 
will often undertake to help in family crises and if these are brief, they are 
often very useful. The patient who is confined to a limited circle and is more 
egocentric in outlook, however, is sometimes not above suspicion of having 
engineered family emotional crises in the hope of obtaining personal relief. 

One of the lessons of the neuroses of war was that on the occasions when 
breakdown took an obsessional form it was usually only after prolonged 
strain. With its high sense of duty and ability to think in larger terms under 
stress the obsessional personality showed up well under conditions of acute 
operational stress. Whilst obsessional patients are in the early stage of their 
illness loath to evade their obligations they are apt in time to become worn 
down and to accept their invalid position. When this happens they are a 
menace to all, lying in wait to describe their symptoms to any newcomer. 
It cannot be said, however, that they can ever enjoy their condition in the 
way that the hysteric positively enjoys hers. 


SYMPTOMATIC OBSESSIONS 


When an individual predisposed to obsessive thinking suffers from any con- 
dition which lowers his mental efficiency an obsessional state is often pre- 
cipitated. A common cause of this is the onset of an attack of endogenous 
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depression, a condition to which such personalities are particularly prone. 
When this occurs it can usually be recognized by the sudden onset of a 
state of gloom and pessimism, usually without evident cause and associated 
with loss of sleep and early morning awakening. There is as a rule a history 
of previous swings of mood of lesser extent, and favourable response to the 
giving of amphetamine or to electro-convulsion therapy (E.C.T.) is diag- 
nostic. The following case is typical :— 

Case 2.—A lawyer aged thirty-one complained that for a month he had been 
constantly worried by the thought that he might be untruthful. He spent a great deal 
of time in the evenings thinking of interviews in which he might have made in- 
accurate statements and was unable to get to sleep until he had assured himself that 
he had not unwittingly told a lie. He was not distressed by the mendacity of his 
clients or by false impressions which might have been conveyed on their behalf in 
court. He had obtained some reassurance by describing his day’s work to his wife, 
who told him she could detect no lies in his account of it, but this reassurance had 
sometimes to be given twice or thrice. He was a man of great integrity who had 
difficulty in delegating the detail of his work to his assistants. He was anxious to 
find some psychological cause for his condition and was very distressed at the trouble 
he was causing his wife. He felt that he had induced her to marry him on the assump- 
tion that he was of sound nervous constitution and that he had not kept this un- 
written part of the agreement. He was intensely distressed and exhausted. He gave 
a history of having periods when he was enterprising and others when he was very 
circumspect in his affairs, but there were otherwise no definite swings of mood. 
An uncle had committed suicide. The onset of the obsession was sudden, and he 
attributed it to hearing his partner say that it was sometimes difficult to keep to the 
exact truth in their work. His wife gave a history of a similar attack of short duration 
a f.w months after their marriage, and this the patient remembered immediately, 
accusing himself of having concealed it before. 

He was reassured that his symptoms did not indicate imminent breakdown, was 
given sodium amytal, 3 grains (0.2 g.), at night and amphetamine sulphate, 10 
mg., every morning after breakfast, and told to stay at home gardening for a week. 
Improvement was immediate, but within three weeks it was evident that he was 
going to relapse. Since the improvement indicated that he was a depressive he was 
now given E.C.T., and after three treatments at intervals of three days he recovered 
completely and has not relapsed. He remains a rather serious individual, not very 
communicative except to his wife, and inclined to take on more detailed work than 
is necessary. On medical advice he spends more time on gardening than formerly 
and has transferred some of his obsessional energy to golf. 

Here the obsessional state almost replaced the depression, making diag- 
nosis difficult. The following case illustrates the opposite state of affairs 
when the suspicion of depression was unfounded :— 

Case 3.—A woman of twenty-eight had been delivered seven weeks previously of 
a healthy first-born son. She had been married for four years and was delighted with 
his arrival and determined to do everything possible to make him a perfect child. 
She read books on breast feeding and the management of infants and devoted 
every waking minute to the child’s welfare. From the first breast feeding was 
difficult and she was intensely distressed when it had to be abandoned after four 
weeks on account of an abscess after she had put up with considerable suffering in 
an attempt to keep it going. During the next week she worked extremely hard and 
on some nights did not get to bed until after 2 a.m., as she wished to have the bottles 
ready for the next day. She became obsessed with the fear of bacterial contamination 
and constantly washed her hands and re-sterilized the bottles. Finally, after the baby 
had failed to gain weight for a few days she became completely exhausted, but only 
abandoned the care of the child to relatives after a physical struggle. 

The mother and husband reported that she had always been very hardworking and 
houseproud and that she would go over the drawing-room with a vacuum cleaner 
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after anyone had called. Immediately before her marriage she had stayed on at her 
work several days after her resignation to be sure that everything was in order for 
her successor. He husband was himself a very orderly man but had found it a 
strain at times. They were, however, much devoted to one another and their physical 
relationship was almost ideal. She had shown no signs of depression. The mother 
admitted that she herself was given to fussing over details and that she had had a 
breakdown in her teens. 

On examination, the patient had a worn-out appearance and was most apologetic 
for the trouble she had caused. She was obsessed with the subject of bacterial in- 
fection and the possibility that she might convey it to the baby. She argued that 
the worst place to take her was a hospital, and said she had always held her breath 
when passing hospitals for fear of inhaling germs. She could think of nothing else, 
and as she was too upset to discuss her difficulties she was given heavy sedation for 
two days. At the end of this time it was possible to discuss the development of her 
obsession in detail. She had considerable feelings of guilt about a pre-marital in- 
discretion for which she had long ago obtained forgiveness from her husband and 
feared that through it she had become perverted. The discussion of this material 
produced an immediate improvement, and after a few days she insisted on going 
home against advice. The puerperal incidence of the condition suggested that it 
might have a depressive origin and she was given amphetamine sulphate. There 
is little doubt that this helped to make her worse and in a few days she had to return 
to hospital. E.C.T. was now tried with only transient relief after eight treatments, so 
that she was now submitted to intensive E.C.T. As soon as her memory returned 
after this, the obsessions returned with it. After two months, however, there was a 
gradual improvement and arrangements were made for her to see her child while its 
physical care was mainly undertaken by relatives. An attempt was now made to give 
intensive psychotherapy, and at first much cause for guilt-feelings was discovered 
again with temporary relief. The improvement wes not maintained, and after six 
months it was clear to both patient and physician that the main purpose of the 
therapy was to give her a feeling of being understood and confidence that she would 
be helped if she became acutely distressed again. It was possible to arrange for her, 
with the aid of her husband, a life of modified responsibility and the tendency was 
one of gradual improvement. A follow-up inquiry after the war revealed that while 
she was still an obsessional personality she regarded her breakdown as a thing of 
the past. It would have been difficult to imagine this happy outcome at the time of 
leaving the patient. 

The fact that anxiety states when chronic may develop obsessional 
features has been mentioned in connexion with phobias. Another condition 
which may make its appearance in this guise is schizophrenia; especially in 
adolescents. The presence either of multiple obsessions or an absence of the 
usual tension and stress should give rise to the suspicion that the disturbance 
of thought is more profound than could be caused by the obsession alone. 
This is illustrated by the following case :— 

Case 4.—A shorthand-typist of twenty-three consulted ‘her doctor because she had 
a compulsion to repeat phrases which was interfering with her work. At first she had 
to say a verse to herself before putting a new sheet of paper into the typewriter and 
later she had to say the verse forwards and then backwards. She had a good school 
record but had not fulfilled early promise. Her personality showed no marked 
obsessional traits except perhaps that she was very censorious about the love affairs 
of her school contemporaries, and her own primness in such matters had prevented 
her from keeping a boy friend although she was very anxious to marry. Several inter- 
views were necessary to overcome her reticence but she finally admitted to having 
compulsive thoughts which she regarded as highly improper. As her condition was 
getting worse she was admitted to hospital for investigation and after a few days she 
was noticed to be intensely agitated on the morning ward round. This proved to be 
due to an almost irresistible impulse to say ‘Hello doctor, how’s your belly for spots? ’. 
She was much relieved by confessing this and a few days later said she had no 
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inclination to say it again. She now began to fear that anything she said might have 
more meaning than she intended and before speaking subjected herself to a sort of 
inward interrogation. She devoted much time to inward debates between her ‘good 
self’ and her ‘bad self’ which she identified with the right and left sides of her brain. 
During the next few weeks she developed a number of mannerisms which were 
interwoven with her speech so that it was now at times disjointed or excited. Her 
sleep improved and the distress which characterized the early stage of her illness was 
notably less. Later it became clear that the thoughts had taken on the character of 
hallucinatory voices. Her initial response to a course of insulin coma treatment was 
good but she relapsed in a few months and is now a long-stay patient in a mental 
hospital and requires considerable nursing attention. 


ORGANIC OBSESSIONS 


The relation not only of tics but of highly integrated compulsive phenomena 
to organic brain disease, especially of the older and more centrally placed 
parts of the nervous system, is well-known, but its significance is not fully 
understood. Compulsions may be a form of epileptic equivalent and they 
are particularly common in children with myoclonus or petit mal, as in the 
following case :— 

Case 5.—A boy of eleven was referred by his school care-committee because he 
did not seem amenable to discipline and had truanted on numerous occasions. He 
was more backward than was consistent with an I.Q. of 91. He was reported to have 
shouted out in the middle of classes and to have attacked other children without 
provocation. Home conditions were bad, the father having deserted his mother some 
time before. His mother was rather bewildered by the number of officials who had 
visited her to tell her that she was not bringing her son up properly, and complained 
that he had learned improper words at school. She said that he used to jerk his head 
to one side and swear. She herself showed a few myoclonic movements. 

At interview the boy obliged by suddenly jerking his head to one side and uttering 
a swearword in crisp staccato fashion. When asked why he did it he said he felt like 
doing it. It was clear that the impulse preceded the act only by a very short period. 
On electroencephalographic examination both mother and child showed grossly 
abnormal brain rhythms of epileptic type and the boy had numerous ‘spike and 
wave complexes’ typical of petit mal. There was some improvement on anticon- 
vulsants but nearly two years later the boy began to have major seizures, when the 
compulsive swearing and aggression improved considerably. 

The obsessions which appear in connexion with disorders of the mesen- 
cephalon and basal ganglia offer one of the most fascinating neuropsychiatric 
problems of the moment. In the period between the acute onset of en- 
cephalitis lethargica and the later development of post-encephalitic Parkin- 
sonism it is possible for patients to develop a condition which is practically 
indistinguishable from the obsessional neurosis in the absence of abnormal 
physical signs in the nervous system, even to the same initial improvement 
after psychotherapy. If anything, these cases produce richer psycho- 
pathological material than those in which there is apparently no background 
of organic disease. 

In the following case, the diagnosis of the initial attack of encephalitis 
lethargica was not in doubt, but the problem of whether or not the en- 
cephalitic process continues or is quiescent can only be solved by further 
observation. 

Case 6.—A schoolmistress aged twenty-four gave an eight months’ history of 
obsessional symptoms which started with a compulsion to hum part of a tune and to 
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repeat ‘smutty words’ to herself. She later began to reason with herself that her 
religious interest and self-restraint were not worthwhile and that she might as well 
have behaved loosely like some of her contemporaries, and much as she disliked these 
thoughts, she could not get them out of her mind. In the last few weeks she had 
begun to give way to an impulse to have fantasies of a sacrilegious and sexually 
perverted kind. She had become tired, bad-tempered and intensely anxious lest she 
might become insane. She was engaged to be married and had told her fiancé about 
her difficulty. She was a healthy, intelligent girl brought up by a strict and very 
bad-tempered father, and looked to marriage to escape the constant bickering that 
was going on at home. Although these quarrels upset her they sent her obsessional 
thoughts away for a few hours. 

She gave a history of admission to hospital ten years before, and investigation 
showed that she was one of three cases of encephalitis lethargica. One had been 
confirmed at necropsy, and the patient was recorded as having had papilleedema, 
extreme lethargy, extensor responses and a raised cerebrospinal fluid cell count. 
This illness subsided within three months but was followed by a period of inverted 
sleep rhythm and a great increase in weight for about a year. In spite of this in- 
terruption her scholastic career was exceptionally good. 

She was very cooperative in psychotherapy, and guilt associated with homo- 
sexual incidents and masturbation was mobilized with some temporary relief. She 
became rapidly very dependent on her therapist and on her fiancé, and appeared to 
be promoting crises in her relationship with the latter in the hope that marriage 
would improve her condition. After some months she was able to return to work 
but decided to marry when her fiancé could support her financially. She was still 
having to count all the words on each page when correcting an exercise. It is felt 
that intensive psychotherapy can get no further but she continues to have supportive 
treatment. There are no abnormalities on examination of the nervous system and no 
suggestion of a Parkinsonian facies. 


CLINICAL COURSE AND PROGNOSIS 


When an obsessional state is dependent upon the existence of a depression 
or organic disease of the brain the progress will depend upon the underlying 
condition. When, however, it appears to be primary the course will depend 
mainly upon the patient’s previous personality. If he has the typical ob- 
sessional attitude it is not likely that treatment of any kind, however success- 
ful with the symptoms, will radically change his outlook or eliminate the 
possibility of relapse, although in a small number full psychoanalysis may 
go a long way towards this aim. On the other hand, some cases undoubtedly 
get worse during prolonged treatment and add a preoccupation with 
psychopathology to their other troubles. Follow-up studies have brought to 
light the fact that patients who have drifted away after prolonged attempts 
at psychotherapy do, in fact, quite often recover with time. 

A characteristic of the psychogenic obsession is the relief which occurs 
when it is first discussed and when underlying worries are first brought to 
the surface. Sometimes this initial relief is sustained, and sometimes it will 
delay the onset of a severe obsessional neurosis for months or years, so that 
when it comes on there may be a history of a brief previous attack which 
recovered after simple reassurance. Quite apart from cases associated with 
recurrent depression there is a tendency for obsessional states generally to 
run a remitting course, and this may vary with the patient’s general state of 
health and with his adjustment to work and to domestic life. A patient and 
sympathetic wife or husband may make all the difference between a tolerable 
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or intolerable life. The danger of suicide should always be considered. 
Quite apart from the depressives, early schizophrenics and encephalitic 
cases in which attempts at suicide are quite frequent, the life of the ob- 
sessional neurotic may become unbearable, especially if he feels that there is 
no hope of recovery or that no one will continue to try to understand or 
sympathize. The practitioner who demonstrates his lack of understanding by 
telling the patient he ‘must pull himself together’ or ‘must try to think about 
something else’ when, in fact, he has done his best not to make his disability 
a burden to others, may easily precipitate a bout of despair. In fact, one can 
always tell the patient truthfully that the condition rarely persists throughout 
life and that a considerable number of obsessionals have recovered even after 
their doctors had given up hope. 


TREATMENT 
This may be divided into three categories, supportive, physical and psycho- 
therapeutic, of which the first is of great importance owing to the sensitive- 
ness of the patients, and the fact that minor adjustments to the patient's life, 
such as are best suggested and encouraged by the general practitioner, may 
make a very great difference. 

Investigation and supportive treatment.—Patients with obsessions are 
usually, in the first instance, very hesitant to describe their symptoms and 
may go to their doctor with a complaint of being unable to concentrate or 
to get to sleep in the hope that he will ask them questions and provide an 
opportunity for them to broach the subject. As a result they may go home 
with a bottle of medicine several times before the extent of their distress is 
evident. When they finally describe their symptoms they may have lost a 
good deal of sleep and even be convinced that they are becoming insane. 
If they can be given a good hearing once and are then assured that they are 
suffering from a form of illness with which medical science is familiar, they 
will usually be greatly relieved. It is wise to prescribe a sedative for two or 
three nights and to get the patient to come again when he has had some rest. 
The opportunity has now come to make a provisional diagnosis, and it is 
best to do this in a single session. Inquiry should be made as to previous 
personality, the possibility of a depressive state, and for evidence of de- 
terioration in efficiency or loss of interest, as well as for a history of ill-health 
or organic brain disease. ‘The next thing to do is to make an attempt to see 
if there is a feeling of guilt near the surface which is connected with the 
obsession. In cases such as Case 1 it is entirely justifiable for the general 
practitioner to deal with the whole matter, so long as he seeks advice if the 
results are not favourable. The diagnosis of symptomatic obsessions is often 
difficult and will need expert help, but if the condition is not acute and de- 
pression is suspected, the effect of giving amphetamine sulphate, 10 mg., 
after breakfast, and ‘sodium amytal’, 3 grains (0.2 g.), at night for a few days 
should be tried. Most depressions in younger people show some temporary 
improvement on this regime, which acts as a therapeutic test. A favourable 
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response will indicate that if the obsessions do not clear up they can probably 
be made to do so later with electro-convulsion therapy (E.C.T.). 

It is important not to exhort the patient to make any positive mental 
effort, although it is quite reasonable for him, if he is not at work, to under- 
take something which will distract his attention, such as gardening or model- 
making. There is no disadvantage in suggesting for this aspect of the treat- 
ment occupations which appeal to the obsessional mind, such as golf, 
stamp-collecting, leather or tapestry work or making up wireless sets, and a 
well-established hobby is quite a good insurance against relapse when the 
worst of the attack is over. Since the obsessional is often so poor at organizing 
his time, it may be wise, after consulting his wife, to give him a timetable 
which ensures that he does not overwork. In doing so it is well to discuss the 
matter with the wife so as to gain her support in insisting on regular hours 
and adequate rest at home. It is far better that these patients should keep to 
one doctor and one specialist, as if they try to circulate, sooner or later con- 
flicting opinions, on however trivial an aspect of the illness, will cause the 
patient to doubt the reassurances he has been given. Patients are apt to seek 
new reassurance at each visit and it is sometimes difficult to believe that this 
can really benefit them, although they maintain that it is essential, however 
repetitive it may seem to the doctor. Although the severe chronic obsessional 
state, in spite of its ups and downs, produces pessimism in the physician, 
the fact is that the chances of spontaneous recovery are quite high if the 
patient can be supported and encouraged, quite apart from the chances of 
recovery with more intensive methods, and it is very important that the 
patient should feel that he has in his doctor a friend who believes that he will 
one day get well. 

Physical methods of treatment.—The treatment of a symptomatic ob- 
sessional due to underlying depression is dramatic and satisfying, and if it is 
clear that the patient is seriously depressed it should not be long withheld. 
Attempts to treat an obsessional neurosis by the same means are usually 
entirely unsuccessful and the method of intensive E.C.T. formerly recom- 
mended is now falling into disuse. When the obsessions are symptomatic 
of an oncoming schizophrenia, insulin coma treatment may help, but it is 
worse than useless in other cases. 

There are two physical means of reducing the tension associated with 
obsessional states—insulin sopor and prefrontal leucotomy. On the whole, 
although sedatives may help in securing sleep at night they are not very 
helpful, except in the case of phobias associated with anxiety when pheno- 
barbitone is of great value. If an obsessional patient becomes exhausted he can 
be put to bed and given 40 to 60 units of insulin in the morning and allowed 
to become very drowsy before the hypoglycemia is interrupted by a glucose 
drink. This method, which requires careful supervision to prevent excessive 
hypoglycemia, will often produce considerable relief and will improve 
appetite and general well-being. 

There is no doubt that some severe obsessional states can gain immediate 
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and lasting relief from prefrontal leucotomy. The difficulty is to decide, in a 
condition which may clear up anyway after some years, whether this opera- 
tion with its irreversible damage to the brain substance is justified. Further, 
if it is to be done there is little point in waiting until the patient is worn down 
and inefficient before doing it. It is rather easy when a case is running a dis- 
appointing course to feel, with the patient, that any desperate remedy is 
worth trying. This is no justification for advising operation, and the matter 
can be decided only on the strength of a consultant’s knowledge of which 
cases respond best and which are likely to recover anyway. ‘To try all the 
physical methods in turn with leucotomy as the last resort is to lack respect 
for the patient’s central nervous system and to submit it to unwarrantable 
trauma. 

Leucotomy can benefit the patient in two ways: it can relieve the tension 
so that the obsessions, although present, no longer worry the patient and 
tend to disappear in time, or it may relieve the obsessions outright. It is 
particularly indicated in patients of involutional age and depressive colour- 
ing who show only temporary improvement with E.C.T., but it is also quite 
successful with young people who have single and persistent obsessions. In 
this case it has the advantage of modifying the general obsessional per- 
sonality quite considerably without, as a rule, producing too carefree an 
attitude to life. 

Psychological treatment.—The aim of any thorough psychological approach 
must be to trace the origin of the symptom and its meaning in terms of the 
past experience of the patient, to bring to light feelings of guilt which have 
been repressed, and to encourage to full and normal growth any aspects of 
the patient’s personality which are immature or distorted as the result of 
conflict. So far as an obsession is the result of experience and not part of 
the patient’s constitutional make-up, and so far as the deviations from a 
healthy attitude are reversible, it can be expected to succeed if enough time 
is available and if the patient is able and willing to give full cooperation. 
The treatment of an established obsessional neurosis can be brilliantly 
successful but the conditions for complete success are not often present. In 
children, in whom there is less possibility of an irreversible change, quite 
good results are reported from the use of play-therapy. ‘The non-verbal 
language and symbolism of play allow of a rapid approach to underlying 
tensions which the child can also resolve through this medium. If no pro- 
gress can be made towards an analytical solution the therapist may adopt 
the lesser aim of trying to bring the patient to live with his symptoms until 
recovery occurs, either spontaneously or with the aid of physical methods. 
The selection of cases for intensive psychotherapy or for psychoanalysis is a 
matter for the specialist, and even he may wish to have a trial period before 
he can assess the probable outcome. The fact is, that until more is known 
about the ultimate pathology of obsessions, treatment must be largely ex- 
pectant and empirical, but it can for all that be of great help to the patient 
who has, in any case, always some prospect of spontaneous recovery. 
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THE geneticist, Kallman, has computed that of every 10,000 of the popula- 
tion 85 will contract schizophrenia. If this is so, there will be almost 400,000 
schizophrenics in England and Wales, although there are less than half that 
number of beds in mental hospitals. Psychiatrists would not find it difficult 
to believe that for every two schizophrenics in mental hospitals, there are 
at least three at large. Further, in 4000 persons (i.e., in every one-man 
practice) there are likely to be 34 schizophrenics. This should include those 
who ‘belong’ to the practice but are in hospital, or if we neglect those who 
belonged to the practice when the doctor took it over, it includes those 
young people, apparently normal now, who will succumb. It looks therefore 
to be a very small problem. In some areas it certainly is not, particularly if 
that area is one such as a university town where persons of the most sus- 
ceptible age congregate, and work hard, sometimes at subjects for which they 
are not well fitted; and the same is true of factory areas. 

Who gets the disease? The same observer has called it a ‘specific pattern 
of response to stress’, and goes on to emphasize that to only a small number 
of persons is such an outcome available, those who carry the gene or genes 
with which it is associated. 

Why is it a problem? There are many answers to that. I will confine 
myself to a few. The illness creates a great deal of unhappiness, to the patient 
in the early stages; to the relatives throughout. The latter often adopt many 
understandable subterfuges to disguise or palliate the facts. Such hood- 
winking is not a healthy process, it can become a social disease. It can lead 
to persons who could be cured becoming chronic invalids; it can lead to 
patients being at large who actually commit crimes of violence. Perhaps it 
is even more serious to think of the schizophrenics who marry even after 
the disease has started; the tainted children they may produce; the misery 
they cause their partners. Then there is the unpredictability ot its course, 
its remissions, and the varying response to treatment. It is known that 
schizophrenics differ from normal in physiological response to stress in 
mobilization of sugar, in water-balance, blood pressure response, and prob- 
ably in steroid excretion, yet no one symptom can be explained by the 
sluggishness of many of these responses. Why is amenorrheea frequent at 
the onset; why is the electro-encephalogram so irregularly abnormal? 
These are but a few of the problems that the illness poses. 


DIFFERENTIAL DIAGNOSIS 


If only 85 persons in 10,000 actually succumb to indubitable schizophrenia, 
there are a great many more whose conduct is suspicious of the disorder. 
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Let us think of the differential diagnosis which must be considered: (1) 
impulsive, incomprehensible conduct in young adolescents; (2) obsessive- 
compulsive ruminations or rituals; (3) depersonalization and derealization, 
i.e. complaints that the person feels changed or different, or that the outside 
world of reality has altered; (4) mental or social defect, in which I include 
that large group of unstable egotistical persons who are included among the 
psychopaths. (5) Lastly, I would stress that obvious hysterical compromise 
symptoms by no means rule out schizophrenia, for in the early stages of the 
disease a great deal of appropriate anxiety with accompanying somatic 
complaints will be found.* 

No attempt will be made to give a long list of the symptoms and their 
groupings. ‘The following description is brief and many criticisms can be 
made of it. But it is included in order to help practitioners. 

The primary symptoms are withdrawal and day-dreaming, excessive introversion ; 
inappropriate emotion; shallowness and coldness. Disordered thinking is common 
and may appear first. Whilst obvious delusions of suspicion and grandeur later 
occur, at the beginning the abnormal thoughts may be held back, but if pressed the 
patient may refer to changes in his brain or body, interference, mental or physical, 
arranged by ordinary or extraordinary agencies. Hallucinations usually occur in the 
acute florid cases; but they may be less startling to the outsider, yet command the 
patient to attack others, or indeed to injure himself. Increasing rumination, time 
spent on searching for knowledge unsuitable for the patient (regarded as a normal 
person), lying abed, uncritical willingness to be idle, gazing into mirrors or out of 
windows, should arouse our suspicions. Hypochondriacal concern in young persons 
should be fully and freely discussed once and may reveal bizarre ideas. Deterioration 
in personal behaviour, dress and in output should similarly arouse suspicicn. 
Hardly any one of the above symptoms alone justifies a definite diagnosis; two or 
three make the likelihood of schizophrenia much more probable. 

Such a survey brings up perhaps the biggest problem of all: ‘What is 
schizophrenia?’ A disgraceful admission you may say from a psychiatrist. 
There are certainly two main types: 

(1) Schizophreniform conditions.—Usually acute, dramatic and often run- 
ning a benign course, even without much active treatment, e.g. acute 
confusional episodes of idiopathic type, acute hallucinatory disorders, 
transient terrors or delusional periods occurring in previously stable persons. 

(Il) What is called process-schizophrenia.—Often insidious in onset, 
marked by withdrawal, rumination over strange ideas, often marked sus- 
picion, beliefs that the body and particularly the mind are interfered with, 
irrational opinions of the person’s own powers or ideas of others’ intentions. 

Now patients of Type I must be dealt with by segregation ; the disturbance 
they precipitate is too acute. Type II is very different. These cases not only 
develop slowly, the patients often appear to be neurotic. Type I we shall 
largely dismiss; urgent measures are necessary. Duly authorized officers 





*Some of these problems and the early diagnosis have recently been discussed in 
an article in the British Medical Journal, June 30, 1951, entitled “The Early Diagnosis 
of Schizophrenia’. 
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(the old relieving officers) can be called for (the police will tell you their 
telephone number), and with a suitable note from the practitioner will 
remove the patient to the public mental observation ward or public hospital. 

From Type II are drawn the many cases which Kallman’s figures pos- 
tulate, but which seldom reach the hospitals where they can be received 
and where planned treatment can be given. It may be said at once that no 
mental hospital officer wishes to fill his scarce mental hospital beds with 
patients who cannot be further improved and who could be cared for 
outside. Hence the persistent view ‘once in a mental hospital, always in 
a mental hospital’ can be combated. But if the recoverable cases are to be 
admitted, the suitable incurable should be returned home, and it should be 
our effort to provide patient and relatives with the support that their 
psychotic thinking or behaviour calls for. 


PROGNOSIS 
What are the prospects for the disease without special treatment? Good 
points are sudden onset in persons of stable personality faced with severe 
strain; a good family history, a late onset, e.g., after thirty, stocky build, 
previously jovial or friendly mood, with adequate outside interests and real 


friends. 

Poor points are gradual onset of oddity in a young adolescent with few 
interests, few friends and a tendency to dreamy abstractions before more 
florid symptoms have occurred. ‘These abstractions may be purely mental 


and ruminative, or they may show themselves in muddled conversation and 
questioning, or prolific writing and doodling which occupies the patient’s 
whole time. Idling, despite the patient’s protestations that he will carry out 
suggestions, mirror gazing and grimacing carry a fairly ominous prognosis 
Oddity in the relations, particularly the immediate ones, makes matters more 
serious. 

Modern treatments confirm these findings; in so far as they are successful, 
they achieve results mainly in those who, without them, would justify 
moderate optimism, but they do work at times even in those who used to 
carry poor prognoses. All observers agree that treatments begun within the 
first two years after the symptoms start are far more likely to succeed than 
if there has been longer delay. 

Just as infection in a gland mobilizes the body’s defences, as seen, for 
example, in the white blood count and sedimentation rates, so the schizo- 
phrenic’s ideas and perceptions mobilize in many cases his defences without 
his realizing this. Hysterical symptoms such as ‘rheumatic’ pains, wandering 
states, and hypochondriacal worries may be attempts to cut off the area of 
psychotic thinking and behaviour. Depersonalization, anxiety symptoms, 
and specially obsessional rituals, are met which can be thought of as serving 
the same ends, and these methods of psychic encystment are likely to occur 
in the more intelligent. Supportive psychotherapy may be recommended, 
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but only if the potential dangers of revealing the more serious disturbance 
are constantly kept in mind. In so far as physical treatments do not disturb 
these delicate protective mechanisms, and provide therapeutic hope, they 
are much to be encouraged. 

What are the dangers of allowing patients to be outside hospital? :—(1) 
That a condition that could be materially helped by treatment is left without 
this aid; (2) that the patient may be, or become, suicidal or (3) homicidal; 
(4) that severe domestic upset may be caused, not only to those older than 
the patient, but to those younger, including children. 

Point (1) is dealt with later. (2) It is a grave mistake to imagine that 
diagnosable schizophrenics are always unemotional, or that they are neve: 
suicidal risks. Delusions of guilt occur; delusions that the patient is the 
victim of pursuit and maltreatment which justify self-destruction are not 
uncommon. The schizophrenic is a cold ‘fish’ to whom both attacks upon 
his own body, or upon others, is not impossible. 

(3) Inhibitions against attacks upon others are less strong in schizo- 
phrenics than in normal persons. Hence attacks may be made, and the only 
safe way would be to segregate all schizophrenics. The practitioner cannot 
hide behind the impossibility of that. The delusions must be faced, searching 
inquiry made, the intensity of the belief considered, the opportunities for 
aggressive, destructive action weighed. When the false ideas refer to a 
relation as the agent, it is in my opinion more dangerous than when the 
agent is a neutral person, but this cannot be regarded as a general rule. 
Remember that the danger exists, but in many schizophrenics never arises. 

(4) Sets a further problem. The capacity for some families to tolerate 
a schizophrenic is amazing; the motives for this are legion: misjudged 
loyalty; superstition about mental hospitals and mental treatments; pride 
and an effort to baulk facts, among others. 

Is it the practitioner’s job to overcome these prejudices? My view is that 
everyone should show some readiness to break down such prejudices by 
quiet reasoning, but he is quite clear that one must be ready to fail, and if 
one does so he achieves more by acceptance than by annoyance. Schizo- 
phrenia is not contagious, but there is a remarkable ability in the relatives 
to be immune from arguments which would prove inescapable to the out- 
sider. Nevertheless, these arguments are a support to those who ask that 
non-dangerous chronic patients should be accepted at home. Their oddities 
are often childlike, and in country districts such people, apparently in- 
curable, can be accepted at home, or might be in institutions, such as the 
village of Gheel in Belgium. 

TREATMENT 
What are the possibilities of successful treatment, or what is the optimum 


to be aimed at? If Kallman’s view is right we must attempt to remove the 
stress, if we know it; fortify the patient against further stress; utilize every 
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means of stimulating the body’s other defences, physical and mental. 

This should mean adequate time to study the case, and then a clear 
attempt to outline to the relations what is proposed, and what are the 
prospects of such treatment. Less than sufficient time is often spent upon 
outlining what is proposed. We need very simple language, frequently 
repeated. Don’t be led into lengthy discussion. “This patient is disturbing 
himself or you because he is ill . . . he needs to be segregated, supervised, 
observed, and then we can tell you how we intend to treat him’. All sorts 
of objections, valid and obscure, may be produced. Be firm. Don’t suggest 
some place which is bound to be turned down. Be quite clear that you, as 
medical adviser, will be in control. Trust in you will come from clarity, 
firmness, patience. If the relatives decline to act upon advice, let them go 
away admiring your steadfastness, not smarting under your censures. 

If he is not removed, and a diagnosis of schizophrenia does not imply 
that the patient must immediately be cared for away from home, two 
questions present themselves: 

(1) How can I overcome the relations’ reluctance? 

(2) What forms of treatment can I suggest it is likely he will have. 

There is a further question: if, as often happens, the patient has been 
abnormal for months, ‘Is hospitalization likely to have success, or is he best 


remaining at home?’ 
As regards the first, the dangers I have mentioned can be stressed. 


Schizophrenics may appear to be without insight into their illness. This is 


a mistake. Many know there is a difference, are perplexed, or alarmed, and 
despite their anxieties appear to be calmer once they are in a less distraught 
atmosphere. Relatives find this difficult to accept; partly it implies that they 
have failed. Deep down they know they cannot cope. Deal with them gently, 
but don’t hesitate to state facts clearly, yet with sympathy. One-third at 
least of admitted schizophrenics are discharged from mental hospitals; 
sometimes this rate is distinctly higher. It cannot be said that they are 
cured, but many of them are discharged from care in a remission. 

Of the forms of treatment we can say there are:— 

(1) Study. 

(2) Occupational activities—an old pursuit, or a new hobby to learn. 

(3) Custodial care, including sedatives and restraint. 

(4) Active measures, such as special medicine, insulin comas, and possibly, 
electrical treatments and surgery. 

Of these forms of treatment it may be said: 

(1) Study may reveal that an apparent schizophrenia is no such thing, and 
bears a more hopeful prognosis. It may be adolescent misunderstanding, 
a severe infection or unusual poisoning; topical troubles with which the 
patient is hopelessly at sea and to which he appears to react with a schizo- 
phrenic episode. The gradual establishment of psychiatric units apart from 
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mental hospitals provides just the place where such clinical observations 
can be made. 

(2) Occupational activities may afford no cure; they do seem to stimulate 
interests, albeit strange ones; they seem to arrest deterioration. 

(3) Custodial care is treatment. It is protective, it helps the patient to 
recognize that an atmosphere exists in which his stresses may be reduced 
if not resolved. 

(4) Special medicines, e.g., large doses of thyroid in stupors, insulin, 
electroplexy, cannot be given with adequate supervision outside hospital 
But in suitable cases these methods seem to arrest and control the disease, 
and the severely deteriorated cases which used to be seen, are now fewer. 

Mental disorder is probably as terrifying now to the ignorant as it used 
to be. Superstitions which used to be discussed, are now buried. They 
still exist at the back of our minds, and a schizophrenic’s behaviour is quite 
as disturbing now as it was in Elsinore in Hamlet’s day, or in the pre- 
Christian era. We may be gratified by our modern units or hospitals. ‘Lo 
the relatives of the disturbed, terrors still exist, irrational terrors, but none 
the less frightening. Therefore the relatives’ magical proposals, incon- 
sequential discussion and acts, ought to be thought of against the background 
of their profound fear: the apprehension that they are to some extent the 
cause of the disaster; their questionings as to how far the wreckage may 
extend or be overcome. Our annoyance with their vacillation and refusal to 
accept our suggestions, understandable as it is, does not help them, and it is 
their stability, or lack of it, which the patient will face if he or she returns 
home. 

Modified optimism is justified because surprising results occur in schizo- 
phrenics. They may not be numerous, and as yet we know little as to why 
they come about. Patience is as necessary for the doctor as for the relative. 
Some psychiatrists act as if some activity, albeit ill-directed and vaguely 
planned, is better than none. But psychiatric treatment consists quite as 
much in care and support and protection, as in assaulting the patient with 
every new treatment, important as the latter are. Electrical convulsion 
therapy, insulin therapy, and leucotomy should make us the more anxious 
to choose the right treatment for the right patient. 


CONCLUSION 


I posed the question earlier “What is schizophrenia?’ and I have not answered 
it. Increasing information from physiological, biochemical, electro- 
encephalographic sources is pouring in. Clinically the symptoms may shift 
surprisingly. It remains a menace to our patients, their families, our thera- 
peutic efforts. Readiness not only to suspect it, and study it, but to know 
our own limitations and to question our failures is essential to our final 


enlightenment. 
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By ROLF STROM-OLSEN, M.D., B.Sc., D.P.M. 
Physician Superintendent, Runwell Hospital, Essex; Consultant Psychiatrist, 
East Ham Memorial and Southend-on-Sea Hospitals. 


‘THE purpose of this article is to give the general practitioner some up-to- 
date information about pharmacological remedies which have been found 
useful in the treatment of abnormal mental states. At the outset it must be 
emphasized that in the majority of cases these remedies should not be used 
alone, but should be combined with psychotherapy and the correction of 
any faulty environmental influences. I do not propose to deal with the more 
specialized treatments which are used in a psychiatric clinic or mental 
hospital. 
SEDATIVES 


In an acute psychiatric emergency, when the practitioner is called on to 
deal with a case of extreme excitement or restlessness, it is vital that a 
sufficiently large dose of the appropriate sedative should be given at once. 
In such cases probably the best and easiest to administer is hyoscine hydro- 
bromide, 1/50 grain (1.3 mg.), hypodermically or intramuscularly. An 
alternative is to use hyoscine compound B, which contains morphine, } 
grain (16 mg.), atropine, 1/100 grain (0.65 mg.), and hyoscine hydro- 
bromide, 1/100 grain (0.65 mg.). Force will nearly always be necessary on 
these occasions. In other instances when there is marked restlessness, noisy 
behaviour and evidence of exhaustion, but when the patient makes a com- 
paratively weak resistance, undoubtedly the best results are obtained by an 
intravenous injection of ‘sodium amytal’, 0.5 to 0.75 g. This should be 
attempted whenever it is possible. It sends the patient to sleep instantly 
and gives him several hours’ rest, on waking from which he is usually much 
more controlled. The alternative method is to give the injection intra- 
muscularly, but this is not quite so effective and takes longer to act. Intra- 
muscular paraldehyde has little to recommend it, and in any event the 
incidence of local complications is too high for its use to be justified. 
Paraldehyde per rectum, on the other hand, is a safe remedy if continued 
heavy sedation is necessary. The dose roughly should be 60 minims (3.5 
ml.) per stone body weight. An average dose is 1 0z. (28.5 ml.) made up to 
10 oz. (285 ml.) with normal saline or olive oil and given as an enema. 

Apart from administration as hypnotics by far the greatest amount of 
sedatives is used in alleviating anxiety and tension, and in controlling 
behaviour disturbances. There is a wide variety of choice, particularly 
among the barbiturates, but it is on the whole best for the practitioner to be 
thoroughly acquainted with a small number of sedatives and hypnotics and 
to use them individually or in combination, according to his own experience. 
For many years bromide was the standard sedative used, but it has little 
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to recommend it owing to its unpleasant side-effects. ‘hese take the form 
of acne, seborrhea, sluggish thinking and, in severe cases, ataxia and 
delirium. Yet, in spite of this risk of intoxication there is still too great 
a tendency to use bromide as a sedative. In anxiety and tension states small 
doses of barbiturate are undoubtedly the best and can be used for a long 
period without producing toxic symptoms. The most popular drug appears 
to be phenobarbitone, 4 grain (32 mg.), two or three times a day, but I prefer 
‘amytal’, } grain (50 mg.), two or three times a day. It is a mild sedative 
which has a prolonged action and appears to be superior to phenobarbitone 
in states of anxiety, tension and nervous irritability, and is particularly 
useful in the treatment of tension associated with duodenal ulcer. ‘The 
effect of an equivalent dose of ‘sodium amytal’ (1 grain = 65 mg.) is much 
more transient, although its use as a hypnotic is superior. Sodium barbitone, 
3? grains (0.25 g.), two or three times a day, is beneficial but tends to produce 
greater sleepiness. Butobarbitone (‘soneryl’) again is better as a hypnotic 
than as a prolonged-acting sedative. There are numerous other barbiturate 
sedatives which need not be discussed here. 

There is on the whole a tendency to administer these sedatives too freely 
and over long periods. In a course of treatment they should be withdrawn 
gradually and a suitable placebo substituted. When there is a danger of 
barbiturate addiction, chloral hydrate, 5 to 10 grains (0.32 to 0.65 g.), or 
amylene hydrate, 10 to 20 minims (0.6 to 1.2 ml.), should be given twice or 
three times daily. A useful prescription is the following: 

Amylene hydrate ian 15 munims (0.9 ml.) 
Liquid extract of liquorice ..«+ 20 minims (1.2 ml.) 


Compound tragacanth powder B.P. . ' Sufficient quantity 
Water - Jinaeneeane to $ ounce (14.2 ml.) 


In doses of up to 60 minims (3.5 ml.), amylene hydrate is also a useful 
non-barbiturate hypnotic. For the medical treatment of insomnia, however, 
see the article in The Practitioner (Williams, 1950). 


STIMULANTS, DEPRESSANTS AND RELAXANTS 

Under this category I have included a number of remedies which act by 
increasing the activity of the nerve cells and those that facilitate or block 
nervous impulses. These substances have been used as a form of rational 
treatment of neurotic and psychosomatic disorders, particularly when 
unpleasant physical symptoms contributed to maintaining a tension state. 
Although much of the action of many of these drugs is known from labora- 
tory experiments, their use im vivo and therapeutically has rather unexplained 
and puzzling effects; for example, both ephedrine and amphetamine inhibit 
the action of the enzyme amine oxidase, but there is a distinct difference 
between the two in their effect on the mental and emotional state. 

Glutamic acid.—Glutamic acid is the only amino-acid oxidized by the 
brain. Some years ago American observers gave glutamic acid in doses of 
5 to 40 g. orally for a prolonged period to a number of retarded children 
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and young high-grade mental defectives, and claimed that there was a signi- 
ficant rise in their intelligence quotient as compared with a control group. 
This has been both confirmed and refuted by subsequent work. Glutamic 
acid has also been used in the treatment of petit mal and, it is claimed, with 
some success. A striking phenomenon is that the glutamic acid in the form 
of sodium glutamate when given intravenously in quantities of 5 to 10 ml. in 
a 20 per cent. solution can rouse a patient from a hypoglycemic coma. This 
has been shown to be due to the release of adrenaline and not due to the 
direct effect of the glutamic acid itself on the cerebral cells. Undoubtedly, 
glutamic acid has some stimulating action on the brain, but more work is 
yet required in order to get significant and reliable results after the 
administration of this remarkable substance. 

Amphetamine (benzedrine).—Amphetamine and its dextro-rotatory equiva- 
lent ‘dexedrine’ have been used extensively in psychiatry. At first they were 
given in states of depression, apprehension and fatigue, but it must be 
admitted that the results have been disappointing. There is a temporary 
boost of performance and a feeling of well-being in most people, but this is 
followed by a period of listlessness when the patient may become more 
depressed than he was formerly. Some anxious patients even become worse 
and more agitated after a dose of 10 mg. twice daily. Although its use has 
been largely discarded in ordinary depressions it is useful in combating 
morning fatigue and heaviness after taking barbiturates, and should be 
given in doses of 10 to 15 mg. immediately on waking. It is also used in 
chronic neurasthenics with inferiority feelings and fatigue but without 
depression, for it gives the patient a sense of well-being which has a very 
encouraging effect on him. In narcolepsy, however, the drug has an almost 
specific effect in preventing the sleepy attacks, and these individuals tolerate 
the drug very well. In a similar condition, that of nocturnal enuresis associated 
with hypersomnia, particularly in adults, it has lately been found that 
amphetamine or ‘dexedrine’ in doses up to 40 mg. taken at bedtime is 
effective both in curing the enuresis and the hypersomnia. The correct 
dosage must be found out by a method of trial and error, but the average 
effective dose in an adult is 30 mg. taken at bedtime. These individuals 
sleep soundly but more lightly, and even the most severe enuresis is nearly 
always completely cured (Strém-Olsen, 1950). 

Myanesin.—This compound, known in the U.S.A. as ‘tolserol’, is 3- 
ortho-toloxy-1.2-propanediol, and has been used as a muscle relaxant in 
certain physical disorders, such as Parkinsonism, pyramidal rigidity, and 
rheumatoid arthritis. It does not act peripherally but on the central nervous 
system, and is stated to be a synaptic depressant which acts by interrupting 
cyclic feed-back activity in chains of neurons in the nervous system (Spiegel, 
1950). In recent years there has been a tendency to treat anxiety tension 
states by methods of progressive relaxation (Jacobsen, 1947; Schultz, 1950). 
An anxiety state can be regarded as having two components, namely, the 
unpleasant emotional experience and the concomitant physiological pro- 
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cesses in the body which give rise to various unpleasant somatic symptoms. 
The body is reacting with a physiological state which is a preparation to 
combat any threat to its integrity. This is what Jacobsen calls neuro- 
muscular hypertension, commonly known by psychiatrists as anxiety tension 
states. Ordinarily, sedation, as described above, has been used to alleviate 
this condition, but latterly ‘ myanesin’, in doses of 1 g. once to three times 
daily, in combination with strong suggestion and psychotherapy, has been 
used to obtain relaxation. It is given in the form of the elixir (‘elixir 
myanesin’, B.D.H., contains 1 g. per § oz.). It is suggested to the patient that 
when he experiences bodily relaxation he will also feel mental relaxation. 
The treatment is best undertaken with the patient at rest. He is told he will 
experience a certain feeling of relaxation and well-being, and that he is to 
concentrate on getting rid of his tension and feeling of panic. There is no 
doubt in my opinion that this drug has a remarkable effect in some long- 
standing anxiety tension states. Within half an hour of taking the drug the 
patient usually experiences a pleasant feeling of relaxation with mild 
euphoria. There may be other sensations, such as warmth and numbness 
and occasional drowsiness. After two or three hours the effect passes off 
but it has given the patient considerable subjective relief and has enabled 
him to experience the kind of relaxation which is aimed at in the treatment. 
It can be given for a period up to eight to ten weeks, but it is better not to 
exceed 1 g. daily when the treatment is prolonged. 

Dibenamine and malononitrile.—‘Dibenamine’ (which is N-dibenzyl-beta- 


chlorethylamine) has been given in doses of 200 to 250 mg. three times daily 
to block sympathetic impulses in anxiety tension states. The drug, however, 
is rather toxic and produces gastro-intestinal irritation. | have found it of 
little use, although good results are claimed by Rockwell (1948). 

‘Malononitrile’, by increasing the nucleoprotein content of the cerebral 
cells, is claimed by Hyden and Hartelius (1948) to enhance psychic function, 
but the results in mental disorder are so tar inconclusive. 


VITAMINS AND HORMONES 


Various vitamin preparations, A, D, C, and B complex, have been used 
extensively in debilitating conditions, including neuroses and psychoses. 
Their use has been largely empirical. In the case ot the B complex, however, 
there is some evidence to show that in elderly patients with arteriosclerotic 
psychoses and confusional states there is a deficiency of the nicotinic acid 
component. This may be due to deficient absorption or defect of the syn- 
thesis of the vitamins in the intestine. It is a well-known fact that cases of 
pellagra sometimes occur in senile patients in mental hospitals and chronic 
sick institutions, but these conditions are easily recognized and treated. 
There are, however, subclinical types of nicotinic acid deficiency which 
cannot be diagnosed unless chemical methods are used. The only physical 
sign in these patients may be glossitis, and the differential diagnosis from 
other senile and pre-senile psychoses may be extremely difficult. Therefore, 
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when the diagnosis is doubtful, nicotinic acid or nicotinamide treatment 
should always be instituted. In severe cases it may be necessary to give 500 
to 1000 mg. daily for the first few days, gradually reducing to 200 or 100 
mg. daily for several weeks. It is often helpful to give vitamin B, preparations 
at the same time, e.g. ‘benerva’, 25 mg., reducing gradually to 5 mg. daily. 
In many of these senile, arteriosclerotic and confusional states there may be 
a rapid and striking improvement following this treatment. 

In delirium tremens the intravenous administration of ‘benerva’, 50 mg., 
often combined with ascorbic acid, 100 mg. and nicotinamide, 100 mg., 
has been used with success. In chronic alcoholism vitamin B, should be given 
regularly, starting with 25 to 50 mg. daily and gradually reducing to 5 mg. 

Hormones.--An enormous amount of work has been done on the endo- 
crine dysfunction in the neuroses and psychoses. In spite of numerous 
therapeutic trials the endocrine treatment of the endogenous psychoses has 
proved quite ineffective. A combination of deoxycortone acetate, 5 mg. 
intramuscularly, and ascorbic acid 1000 mg., intravenously, has been given 
daily for a period of ten to twelve days in depressions, with occasional good 
results. ‘The improvement is ascribed to the formation of adreno-cortico- 
trophic hormone. This treatment is still in the experimental stage (Crans- 
wick and Hall, 1950). 

Small doses of stilbeestrol or diencestrol, 0.5 mg. daily, may be used in 
climacteric depressions with marked vasomotor disturbances for a period of 
ten to fourteen days, and subsequently every third day, up to two or three 
months. Stilbeestrol, however, has been of greater use in other states of 
sexual dysfunction, particularly in ejaculatio precox, and in male hyper- 
sexuality, be this heterosexual or homosexual. Large doses of stilbeestrol 
have to be given, 3 to 5 mg. two or three times daily, for a period of four to 
eight weeks, and then subsequently reduced to a smaller maintenance dose, 
or stopped altogether. In the treatment of ejaculatio pracox a stage of rela- 
tive impotence and early gynecomastia is reached after several weeks. ‘The 
drug is then suddenly stopped, after which any tendency to gynzcomastia 
disappears, and potency returns gradually to normal without the occurrence 
of premature ejaculation. The effect of stilbcestrol administration is gradu- 
ally to reduce sexual desire in the male—hence its efficacy in hypersexuality. 
When these large doses of stilbeestrol are being administered the patient 
should be under constant observation for any untoward symptoms, and the 
drug reduced or stopped accordingly. Testosterone has been found quite 
useless in psychogenic impotence. Thyroid preparations are, of course, used 
in mental retardation due to myxcedema or in cretins, but in other psychoses 
and neuroses they are of little use. 


ANTABUSE 
The discovery of the efficacy of ‘antabuse’ (tetraethylthiuram-disulphide) in 
the treatment of alcoholism was made quite accidentally by two Danish 
physicians, Jacobsen and Hald. In a self experiment they were testing the 
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possible toxicity of this substance with a view to using it as an anthelmintic. 
After having taken a certain quantity of this drug orally they became ill at 
an evening party shortly after cocktails had been served. This discovery led 
to detailed investigations which have resulted in_ tetraethylthiuram- 
disulphide, now known as ‘antabuse’, being used in the treatment of alcohol 
addiction. For details of this treatment practitioners should consult the paper 
by Hald and Jacobsen (1948) and subsequent publications by Jacobsen and 
Martensen-Larsen (1949). Only the bare outline will be given here. When 
antabuse is taken by mouth it acts almost as an inert substance, no toxic 
or any untoward symptoms developing. If alcohol is ingested simultaneously, 
or especially after antabuse has been taken for a few days, a chemical re- 
action takes place in the body between antabuse and alcohol, which results 
in the formation of acetaldehyde and a sharp rise in the blood acetaldehyde 
level. It is this reaction which produces severe toxic effects. Controlled ex- 
periments in which the appropriate dose of acetaldehyde is given intra- 
venously show that the same signs and symptoms of the alcohol-antabuse 
reaction occur. 

In the treatment of chronic alcoholism it is essential to get the cooperation 
of the patient, and preferably he should be confined to bed in a nursing home 
or hospital for the first few weeks, although ambulatory treatment of chronic 
alcoholics is possible if they are genuinely willing to be cured. 

It is usual to start with 2 g. of antabuse the first day, 1.5 g. the second day, and 
1 g. on the third and fourth days. The patient is then given a test dose of alcohol, 
usually gin or whisky. If an insufficient reaction takes place, a further four to five 
days’ administration is carried out, and a second test made. In most cases the re- 
action will by now have set in. It is most unpleasant for the patient. There is nausea 
and sometimes vomiting, throbbing headache, marked erythema of the face and 
neck, dyspnoea, a fall in blood pressure, retching and a subjective feeling of great 
discomfort. This condition persists for one to four hours after the consumption of 
alcohol and is usually followed by a period of fatigue and lassitude. No return of 
symptoms develops unless alcohol is again taken. Even when the administration of 
antabuse is stopped it is effective up to fourteen days after cessation because of its 
slow elimination from the body. 

I am quite convinced that a genuine and intense aversion to alcohol de- 
velops during this treatment, and if there is the complete cooperation of the 
patient a permanent cure can be effected probably in the course of three to 
six months, but the success of the treatment depends upon two factors 
(a) a desire on the part of the patient to be helped and (b) a willingness to 
take the drug consistently. It must be emphasized that psychotherapy and 
constant encouragement are necessary in addition to the antabuse. As re- 
gards contraindications, so far most observers agree that diabetes mellitus, 
disorders of the liver and kidney, pregnancy and epilepsy are conditions in 
which the drug should not be given, or given only cautiously. As there is a 
fall of blood pressure in many cases the cardiovascular system should be 
examined carefully. Fatalities have occurred due to over-dosage, but under 
controlled conditions with careful clinical observation no severe untoward 


effects need occur. 
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ANTICONVULSANTS 

In the medical treatment of the epilepsies the combination of sodium 
diphenylhydantoinate (‘epanutin’, ‘phenytoin’, ‘dilantin’), 0.2 g. two to 
three times daily, with phenobarbitone 1 to 2 grains (0.065 to 0.13 g.) at 
night is probably the most effective in combating grand mal attacks. In 
recent years, however, methyl-phenylethyl hydantoin, sold under the 
proprietary name of ‘mesantoin’, has been used because it lacks the danger 
of gum hypertrophy and ataxia. It is an excellent drug for the control of 
grand mal attacks, and seems to act extremely well in conjunction with 
‘epanutin’ (Kozol, 1950). It is given in doses of 0.1 to 0.2 g. twice to three 
times daily, the average dose being about 0.25 g. twice daily. The disadvan- 
tage of mesantoin is that it produces skin rashes of a morbilliform or scar- 
latiniform type in about 8 per cent. of cases. Kozol maintains that he can 
guard against this by desensitizing the patients by giving very small initial 
doses and gradually increasing them. Drowsiness is an occasional side-effect 
of ‘mesantoin’ administration but no case of gum hypertrophy, motor 
incoordination, diplopia or gastric distress has been reported. It is of little 
or no use in petit mal attacks. For the control of the latter ‘tridione’ (tri- 
methyloxazolidinedione), 0.3 g. two or three times a day, continues to be the 
most effective remedy. Toxic symptoms may develop, consisting of drowsi- 
ness, blurring of vision, photophobia and fatigue. The drug also produces 
a leucopenia, hence white cell counts should be carried out as a precautionary 
measure. Sodium luminal (‘gardenal sodium’) is still the drug of choice in 
the treatment of status epilepticus. It should be given intravenously or 
intramuscularly in doses of 0.2 g. at half-hourly intervals until the seizure 
has been controlled. Hyoscine hydrobromide, 1/100 to 1/50 grain (0.65 to 
1.3 mg.), hypodermically or intramuscularly, is extremely effective in 
combination with ‘sodium luminal’. 


CONCLUSION 
In the foregoing I have described some specific drugs and the special 
indications for their use. It must be remembered, however, that placebos 
in the form of harmless tonics, valerian mixtures and the like, have a valuable 
effect combined with suggestion. Patients often have great faith in such 
preparations, which definitely have their place in psychiatric treatment. 
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THE AFFECTIVE DISORDERS AND THE 
USE OF ELECTRO-CONVULSION THERAPY 
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Department of Clinical Neurophysiology, Institute of Psychiatry, London. 


MepuNA in Hungary was the first to give convulsions to the mentally sick. 
He believed that epilepsy and schizophrenia were biologically antagonistic 
behaviour patterns, and therefore in the first instance he gave the treatment 
to schizophrenics. Between 1934, when Meduna began his experiments, first 
with camphor and later with cardiazol, and 1937, when the Italians, Cerletti 
and Bini, introduced the electrical method, the value of convulsions in pro- 
moting remissions in many types of mental disorder had received world- 
wide recognition. It soon became clear, however, that the treatment was 
less effective in the schizophrenic disorders than in the states of altered 
mood, and in particular the common condition of later life—involutional 
melancholia. 

The use of chemical convulsants often proved difficult and uncertain. 
Whether or not a convulsion occurs depends upon the concentration of 
convulsant in the blood stream, and there is considerable variability of con- 
vulsive threshold between different individuals and from time to time in 
the same individual. The prodromal period before the seizure is frightening 
to the patient and the increasing cerebral excitability results in great 
emotional tension. Often a patient, having experienced this, refused to 
continue with the treatment. The electrical method largely obviated the 
unpleasant prodromas, since consciousness is lost as soon as the current is 
passed, even if the dose of electricity is insufficient to provoke a convulsion. 
In addition, there is usually a short retrograde amnesia. Chemical con- 
vulsants are therefore now rarely used but the introduction of electro- 
convulsion therapy (E.C.T.) has had one disadvantage. This technique, 
which is so easy to administer, has so few complications and, in a suitable 
case, such dramatic therapeutic effect, has in recent years been used in an 
experimental spirit for many different conditions. There has been a danger 
that this valuable and established method would be discredited by its 
improper use. 


CHANGES IN TECHNIQUE 
The aim of all treatment in medicine is to produce the maximum benefit to 
the patient with the minimum risk and discomfort. In the case of E.C.T., 
this consists in conducting sufficient electricity through the brain to produce 
a convulsion in a painless manner, and to do so without dispersing in nervous 
tissue energy over and above that needed for this purpose. It is clear that 
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the passage of current through the brain, insufficient to produce a con- 
vulsion, but sufficient to cause loss of consciousness, has no therapeutic 
value. The convulsion is the essential factor in the treatment. It is believed 
that the harmful effects of excessive energy dispersal in the brain are to be 
seen in a more serious impairment of memory which occurs to greater or 
lesser extent, and for a variable time whenever E.C.T. is given. There is now 
a considerable amount of experimental work on monkeys and cats exposed 
to electrical convulsions in quantities equivalent to the human treatments, 
showing that there are no significant permanent structural changes in the 
brain beyond some local ischemic nerve cell changes near to the sites of the 
electrodes. The risk of permanent structural damage to the brain with the 
usual techniques can therefore be disregarded. Temporary functional dis- 
organization can, however, be very severe, and the effects of this can be 
observed if an electroencephalogram is taken. These changes probably re- 
late to the memory impairment, but they are not so much dependent upon 
the type of current used (e.g., A.C. diphasic or monophasic, single or 
grouped impulses), but upon the total number of fits given, and particularly 
upon the time elapsing between treatments. Very frequent fits, e.g., four a 
day, produce gross functional disorganization in the brain and a state of 
mental confusion, whereas two fits spaced in a week are tolerated by most 
patients with only slight and temporary memory difficulty. The types of 
technique—special current forms and stimulus times and special electrode 
sites on the head—recommended by some writers, have, in fact, made little 
difference to the therapeutic efficacy. 

Intensive E.C.T.—The practice of giving two to four electro-convulsions 
each day for a week or two has been tried extensively, both for resistant 
psychotic patients in whom the ordinary treatment has failed to produce 
the expected remission, and also for other cases, chronic neuroses with 
anxiety, hysterical or obsessive symptoms for which ordinary E.C.T. would 
not be considered. This intensive use of convulsions has been called the 
‘dissolution’ or ‘annihilation’ method, and indeed a profound state of mental 
confusion with double incontinence results. Having achieved this total dis- 
organization, the therapist then allows the psyche to reorganize, hopefully 
anticipating that the process will result in a better model. But the history of 
psychiatry shows that nothing has yet happened to make us believe that any 
treatment will add something valuable to a personality lacking it. 

Stengel (1951) found lasting symptoms of the type common after severe head 
injury in some of his cases. The retrograde amnesia following the treatment was very 
extensive in hysterical patients, in one case for over a year, and in others for many 
months. This amnesia, which caused the patients much distress, shrank only 
gradually as the months went by. He reported the case ot one woman, suffering from 
hysteria, whose memory for her whole life had been obliterated ; everything was new 


to her, and even four years later her retrograde amnesia still covered a period of 
three years preceding her ‘intensive E.C.T.’. 


When this treatment was first introduced, very good results were claimed 
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for chronic neurosis, but such reports have become fewer and fewer. 
Obsessional patients are certainly not helped by this method. There is in- 
deed more than a little evidence that neurotic patients may be made worse 
by it. The risks of increased incapacity in the neurotic patient (which are 
greater than the small chances of improvement) contraindicate the use of this 
treatment for such patients. There are, however, occasions when two or 
three electro-convulsions a day, given for one or two days, may greatly 
assist the further treatment of the acute psychotic patient. It has been ad- 
vocated for the malignant form of acute catatonia with fever and leucocytosis 
which may be fatal, for the overactive manic patient, and indeed for any 
form of extreme psychotic excitement, in order to secure some degree of 
control. Such treatment should, however, be discontinued as soon as the 
benefit is observed. 

Electro-narcosis (E.N.).—This variation of electric shock treatment was 
introduced by Tietz in 1947, and can only be carried out with special 
apparatus. A convulsive dose of electricity is given slowly and then reduced 
as the tonic stage of the seizure is established. A few clonic jerks occur, 
when the current is again raised slowly for five minutes. The whole treat- 
ment which lasts for seven minutes consists in a partially suppressed form 
of major seizure at the start, and is then followed by about five minutes of 
unconsciousness, during which there is a strong flexor hypertonus of the 
musculature and massive excitation of the autonomic nervous system. A 
state of ‘electro-coma’ rather than ‘electro-narcosis’ would be a more ap- 
posite term since the condition bears no resemblance or relation to physio- 


logical sleep. Medlicott (1947) in New Zealand, who has done extensive 
work with the method, advocates its use for paranoid schizophrenia. There 
is, however, little evidence that the results are any better for any condition 
than those obtainable by electro-convulsion therapy. Insulin coma therapy 
is still preferred by most for schizophrenia. There are certainly greater risks 
to the patient than with E.C.T., and some writers experienced in all these 
methods have recently reported that they have abandoned electro-narcosis. 


PREMEDICATION: REDUCTION OF FRACTURE RISK 


Fear of electro-convulsion therapy often proves a reason for the patient dis- 
continuing it. Sooner or later most patients develop a dread of the procedure, 
a dread which is irrational since they retain no memory for it and suffer no 
pain. Measures to reduce anxiety and to cause the patient to lose conscious- 
ness in a pleasant manner should be used as routine. At the same time the 
risk of fractures, especially to the vertebra, which is always real in older 
patients, can be materially reduced by the use of a curare-like drug. A useful 
standard procedure is: (a) atropine, 1/100 grain (0.65 mg.) intramuscularly, 
30 minutes before treatment to lessen risk of vomiting; (b) intravenous 
pentothal sodium, 0.2 g., immediately before E.C.T., together with de- 
camethonium iodide, 3 mg. 
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Whilst electro-convulsion therapy may safely be given to suitable out- 
patients in hospital, its use in the patient’s home is unwise. Adequate 
assistance in the form of nurses trained to hold the patient’s limbs to mini- 
mize the risk of damage or dislocation is lacking, and proper facilities for the 
rare emergency do not exist. Further, it is very necessary that an experienced 
nurse should remain with the patient until the post-seizure mental confusion 
is completely over. Relatives of patients should never be asked to do this. 
A patient attending hospital for E.C.T. should always be accompanied by a 
relative who will conduct him safely home afterwards. It is unwise for a 
patient to pursue work of an intellectual nature on the day of treatment. 
The patient’s employment is often a problem during out-patient treatment. 
Whenever possible it is better for the patient to cease work during the course 
of treatment, and this is particularly the case with those who work more 
with their heads than with their hands. 


INDICATIONS 


Electro-convulsion therapy is the treatment of the depressive state, when 
the form of the illness and the history of the patient indicate that the con- 
dition has arisen mainly from endogenous causes. The distinction between 
‘mainly endogenous’ and ‘mainly reactive’ must be made with great care in 
the milder forms of depressive illness, since this will determine whether 
E.C.T. should be recommended, but since both types of etiology may lead 
occasionally to the same severe form of depressive psychosis, once the latter 
is established, E.C.T. will usually be the treatment of choice. It is in the 
milder, and unfortunately very common, types of the illness that the main 
difficulty arises. 

The dramatic recovery resulting from the proper use of electro-convulsion 
therapy for the involutional melancholic will be marked as one of the 
significant events in the history of psychiatric treatment. Unfortunately, the 
distinction between a mild depressive illness of endogenous origin and one 
arising as a reaction to physical or psychological stresses may not be easy to 
make. In nearly every case inquiry will reveal some physical factor or dis- 
tressing set of circumstances antedating the illness. An endogenous state 
may be assumed when no such events can be elicited or when the events are 
of a relatively trivial nature, being of the kind which he had previously 
surmounted without difficulty. In so far as the patient’s state is readily 
understood as a reaction, although an excessive and morbid one, to circum- 
stances admittedly distressing, the depression should be considered ‘re- 
active’ and unlikely to benefit from E.C.T. The assessment of the patient’s 
personality is vital in the decision. Endogenous factors may be assumed to 
be operative in depressive states appearing for the first time after the age of 
forty in patients of previously stable personality. The unstable, excessively 
anxious, insecure individual who breaks down under the strain of some set 
of rather more than usually demanding circumstances, or the obsessionally 
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careful, rigid, tense and exacting patient whose whole life has been spent 
under the strain of his personality and whose illness follows, say, a change in 
work, placing greater strain upon him, must both be considered unlikely to 
benefit from the treatment. The symptomatology of depressed patients 
likely to benefit from E.C.T. shows a predominance of the depressive mood 
which colours the whole clinical picture. Loss of interest and the power of 
concentration, loss of initiative and of ability to make decisions, are spon- 
taneous complaints. Loss of libido, appetite and weight are the rule. Sleep 
may be achieved but the patient wakes in the early hours and experiences 
agitation or despair; at this time he is the prey to pessimistic forebodings or 
to self-reproachful memories; at times he may entertain the thought of 
suicide. The slowing of his mental processes may be experienced by the 
patient but this (retardation), together with the slowing of his bodily activity 
and the reduction in his spontaneous activity and speech, may well have 
been observed by his relatives. He has become quiet and uncommunicative. 
But another class of depressed patient shows a constant preoccupation with 
one or a limited number of unreal ideas. These may relate to a feared bodily 
disease, to the bowels which they believe are not functioning, or to their 
past sins, alleged weaknesses or foolishness, or to their future hopeless fate. 
Whilst there is in these patients a reduction of mental and bodily activity 
seen in the restriction of their thoughts to a few ideas, they may show 
restless motor activity, particularly in the hands and fingers. 

Electro-convulsion therapy is not the treatment for anxiety states or for 
mild reactive depression. In such cases the spontaneous complaints demon- 
strate the predominance of anxiety in the mental state. Sleep cannot be 
attained, or the patient wakes repeatedly, apprehensive and sweating. 
Frightening dreams of murder, assault or violence, either to the patient him- 
self or to others, are common. Bodily symptoms relate to the increased 
activity of the autonomic system, e.g. tachycardia, flushing, sweating, 
indigestion, intestinal disorder, menstrual disorder, and the like, or are 
symbolic of the patient’s psychological conflict, such as headaches, nausea, 
constriction in the throat, back pain, or sternal oppression or ‘weight’. Few 
single symptoms will differentiate an affective disorder likely to benefit from 
E.C.T., but the existence of true phobias, an irrational fear which the patient 
knows to be irrational and which is only precipitated by a definite situation, 
e.g. travelling in a train, being alone in the street or in a crowd, indicate that 
E.C.T. will be valueless. Nor can any benefit be expected in patients suffer- 
ing from obsessional illnesses. Chronic hypochondriasis extending over a 
period of more than two years, even when the condition began as a de- 
pressive illness, is very resistant to electro-convulsion therapy. 

The recurrent depressive episodes of the manic-depressive psychosis re- 
spond well, but not so well as the involutional melancholic, to convulsion 
therapy. Not infrequently E.C.T. promotes a lightening of mood after five 
or ten treatments, but a relapse occurs as soon as treatment ceases. The 
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depression pursues its own temporal course, but the suffering can be 
alleviated and the burden eased for the patient by convulsions spaced 
throughout the illness. Precisely the same effects are found in patients 
suffering from mania. 

A wide variety of psychosomatic disorders and physical disorders in which 
psychological factors play a part have been treated by E.C.T., e.g., allergic 
asthma, neurodermatitis, eczema, duodenal ulcer, trigeminal neuralgia, 
essential hypertension, and many others. ‘The extension of the treatment in 
an indiscriminate way is much to be deprecated. Induced convulsions are 
only warranted in such cases when a primary change of mood is clearly 
observable in the clinical picture. 


CONTRAINDICATIONS AND COMPLICATIONS 


By the introduction of the use of curare-like drugs or other methods to 
lessen the blow to the skeletal system at the start of the convulsion, age alone 
is now no contraindication. The risks to arteriosclerotic and hypertensive 
patients have in the past been overestimated. Death directly resulting from 
the treatment is very rare indeed. Status asthmaticus, recent coronary oc- 
clusion and heart failure are, however, absolute contraindications. There is a 
risk of aggravating active phthisis, chronic bronchiectasis and thyrotoxicosis 
by the treatment, but when these conditions coexist with a severe psychotic 
depression, itself gravely influencing the probable course of the physical 
disease, the taking of a calculated risk is certainly justifiable. Compression 
fractures of the dorsal vertebrae and fractures of the femoral neck in old 
patients with fragile bones or Paget’s disease remain the most common 
serious complications, but these have been greatly reduced in incidence by 
the more widespread use of curare-like drugs. Recently, attention has been 
drawn to the risk of lung abscess (Kwalwasser, Monroe and Neander, 1950). 
This appears real in chronic psychotic patients with severe oral sepsis. ‘This 
risk could probably be minimized by pre-treatment dental hygiene, and by 
turning the patient on his side at the end of the clonic stage of the con- 
vulsion. 

Many patients, particularly the more intelligent, complain of memory 
impairment during the course of a convulsion therapy. This has been in- 
vestigated carefully both in human patients and by experiments upon 
animals subjected to convulsions whose capacity to learn and to retain new 
habits can be estimated. There is no evidence that E.C.T. given by the 
standard method of not more than three a week, produces permanent loss 
of memory of the ‘organic’ type. There is, however, in many patients a 
subjective difficulty with memory for events that occur from day to day, 
and this is expressed as a decreased awareness of familiarity with day-to-day 
events. Objective tests of memory do not in such cases reveal any impair- 
ment (Zubin and Barrera, 1941). In the case of animals, there is some evi- 
dence that newly acquired habits and learned responses are lost as the result 
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of E.C.T., and that there is a reversion to previously acquired older and 
sometimes extinguished patterns of behaviour (Kessler and Gellhorn, 1943). 
If this applies to the human psychoses, the result can only be beneficial. 


TOWARDS A RATIONALE 


Electro-convulsion therapy (E.C.T.) remains an empirical treatment; there 
is still no rationale and we have no knowledge of its mechanism of action. 
The psychodynamic theory that E.C.T. constitutes a shock to the ego’s 
existence, thus freeing it from guilt by an act of atonement and thereby 
strengthening it, has received little support. It is more probable that E.C.T. 
in some way alters the constitution—the organization of the individual's 
psycho-physiological machinery for adaptation. Roth and McClatchey (1951) 
have shown that E.C.T. brings about an alteration in the fine balance of 
mechanisms by which the cortex and thalamus interact upon one another. 

The last few years have witnessed great advances in our knowledge of 
the neurophysiology of cerebral organization. It is now known that there 
exists in the brain a complex reticular system extending throughout the 
brain stem, from the mid-brain to the central regions of the thalamus, a 
system which lies functionally in a mid-position between the main afferent 
and efferent systems of brain. This organization is closely connected to the 
functions of awareness, attention, arousal and sleep, and its activity is called 
out by all stimuli with meaning calling for adaptive measures by the in- 
dividual. It is upon the excitability of this system that electro-convulsion 
therapy may have its effect. 
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THE GENERAL PRACTITIONER AND 
THE PATIENT’S RELATIVES 


By R. F. TREDGOLD, M.D., D.P.M. 
Physician, Department of Psychological Medicine, University College Hospital. 


NowapayYs it is too often the complaint of the general practitioner—and 
sometimes of the patient—that his surgery is too busy and he is too tired to 
have either the time or the inclination to talk to his patients as much as he 
should. Generally he is sensible that this is a pity. But, when this is so, he is 
even less likely to be able to meet his patient’s relatives or to spend much 
time with them, and the pity of this is to him less obvious. Indeed, some 
practitioners are inclined to slip into the rdle of the champion of the patient 
against his relatives. It is true, of course, that this is sometimes justified, and 
the doctor may be the only person to save a downtrodden daughter or 
husband from an overbearing father or wife, but this is exceptional. A 
commoner attitude is that the doctor’s duty is to the patient alone and the 
relatives have nothing to do with the case; and again this, on occasions, may 
be perfectly true and justified. 

Nevertheless, the majority of psychiatric syndromes will respond much 
better to the efforts of the doctor if he works in conjunction with relatives 
than if he ignores or is antagonistic to them. He will be dealing more with 
emotional attitudes than with physical conditions and, more, with ten- 
dencies and habits than with established disease, and whether he is trying 
to alter the patient’s attitude by reassurance, by explanation or by suggestion 
he will find that his attempts lose half their value unless supported, directly 
and indirectly, by the relatives. At a conservative estimate, the patient’s 
wife is in contact with her husband about sixty times as many waking hours 
a week as even an assiduous practitioner, and her influence is correspond- 
ingly greater. Our predecessors, it is true, have done their best, in their 
wisdom, to counter this by building up for themselves a ‘cathedra’ from 
which to deliver statements and sometimes a ‘machina’ from which to 
descend, and these praiseworthy efforts have been remarkably successful in 
the past in suggestible and single-minded patients. They are less satis- 
factory now, in that suggestible patients are subjected to a great many 
conflicting suggestions from the advertisers of patent foods and medicines, 
and in that those who require explanation require more of it than an hour a 
week, even if it is supplemented by other sources, such as the wireless and 
television. The doctor who is still proposing to treat his psychiatric patient 
as an individual will therefore be well advised to call in the relatives and 
work with them and through them, so that his advice directs the influences 
the patient will have to meet throughout the week. Failure to do this will 
certainly waste a good opportunity. It may do more. It may completely 
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nullify the doctor’s efforts, for a few ill-chosen words from the wife (or the 
husband, as the case may be) can produce an emotion exactly at variance 
with the doctor’s orders—and even, on occasion, the perforation of a peptic 
ulcer. As a general rule the doctor must be prepared to explain the patient’s 
needs to the relations in terms they can understand and must hope for their 
wholehearted collaboration. 


SIMPLE PSYCHOSOMATIC CONDITIONS 

The simplest case in which this will be effective is probably the treatment of 
symptoms which have originated in some physical ailment and then become 
focused on one or other of the patient’s organs, for instance, his heart. The 
doctor may be able to deal with this satisfactorily by reassurance and ex- 
planation, but his success will not be much longer than the patient’s stay in 
his consulting room if alarm and uncertainty are again generated in the 
wretched man by the atmosphere he meets as soon as he reaches home: and 
this may happen either by frank scepticism of the doctor’s ability (which is 
perhaps a little commoner among the general public than admitted in 
medical publications) or, on the other hand, by excessive caution and care- 
fulness. 

This is a simple enough problem, but to obtain even this degree of 
collaboration the doctor will have to know the relations and consider what 
their usual attitude is to the patient. In fact, he must be prepared to under- 
stand who occupies what place in the family. Is the patient the backbone or 
the centre of attraction? Does he feel that his wife neglects him for the 
children? Does he dote on them himself? 

The doctor must also determine what is the present attitude of the patient 
and of his relations to his disease—if he makes much of it, is it in an effort 
to get their attention? or is it from genuine fear of illness? If he makes little 
of it, is it because he does not want to trouble his relations or because he 
feels that a pose of a martyr suffering in silence—or not quite complete 
silence—is one more likely to attract admiration than the réle of a querulous 
invalid? For this decision to be made the doctor must be prepared to dis- 
cuss the patient’s symptoms and behaviour at home with the relations. It 
may be that he will often be surprised by the way in which the patient makes 
more of his ailments to him than at home, and be tempted therefore to 
accuse the patient of gross exaggeration; but this is often unfair, for it is 
natural enough for the patient to save up complaints to discuss at length 
with the doctor. It is, in fact, a valuable corrective for a doctor to see his 
patients outside his consulting room as well as in it, but it is possible to do 
this only in certain institutions like rehabilitation centres, and is not easy 
in the more conservatively run hospitals. It should be possible in general 
practice, but any shining halo of prestige round the practitioner’s head will 
blind him to this side of the patient’s life. 

Nevertheless, this decision must be made, for upon it depends the advice 
of the emotional attitude to be recommended to the relatives. Recommenda- 
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tion alone is, of course, not enough; the relatives must accept the recom- 
mendation wholeheartedly if they are to act upon it. Consequently, ex- 
planations of the reasons for the recommendation are very necessary, and 
if the wife, say, can be allowed to add to the recommendation with sugges- 
tions so much the better, for she will come gradually te regard it as her own 
idea and so be far more enthusiastic. It may be that the happiest collabora- 
tion between her and the doctor will be obtained if he can outline the general 
emotional attitude which is desirable and for her to be left to supply the 
detailed plan of campaign. The other members of the family may be re- 
quired to play their part and it is here that the ‘family doctor’ is at an 
advantage, for the term presupposes more than a nodding acquaintance with 
the whole family. 

The patient’s needs here are several: reassurance, the most obvious, will 
not be enough alone, nor will it be enough once only. The relations’ patience 
must not easily be exhausted, for a complaint which has persisted for 
months will not clear up over night and the patient or relation who expects 
it to do so will be disappointed. He must therefore be warned of this and be 
told not to expect miracles or his disappointment will itself impel a relapse. 

Besides reassurance he needs encouragement, with the gradual growth of 
confidence that he will overcome his disability. It is then necessary for the 
doctor to have it clear in the relations’ minds (and his own) exactly what is 
the extent of any physical disability that exists and how much the patient 
can be encouraged to do daily. The danger is more often that he will do too 
little than too much, and be deterred by temporary exacerbations of symp- 
toms. In this the doctor’s part will inevitably be in the background, but the 
relatives in contact with the patient throughout the day can do a great deal 
more in putting stuffing into him. ‘They can equally do very well with dis- 
traction by putting other interests before his mind and so preventing pre- 
occupations. Indeed, confidence and full return of function are more likely 
to be gained if the patient’s attention is on something quite different: hence 
the success of such schemes for rehabilitation as those in certain firms where 
a patient’s re-education of damaged muscles is carried out by using these 
muscles on repetition work (and so automatically), a far more effective 
method than voluntary (but generally very unwilling) exercises done at the 
doctor’s orders, 

There will, however, undoubtedly be occasions with which the relatives 
and patient feel incapable of dealing, and these must not be allowed to be- 
come points on which the patient can focus his anxiety. The relatives must 
therefore be warned to advise him to put these out of his mind (and, if 
necessary, on to paper) to discuss with the doctor at his next visit. 


SIMPLE ANXIETY STATES 
Paradoxically, the situation is rather more complicated if there are no 
accompanying physical complaints. Simple anxiety states are common 
enough, and these symptoms of inability to concentrate or to relax, ir- 
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ritability, forgetfulness and insomnia are difficulties which will affect re- 
lations directly. Few patients confess to being ‘irritable’, more find their 
relations ‘difficult’, so that there develops readily a vicious circle of annoy- 
ance and irritation which may well become chronic antagonism. Insomnia 
again may produce insomnia in the patient’s wife. Inability to concentrate 
gives secondary anxiety over the possible loss of job or career and this may 
either be communicated and so produce more anxiety or may (more likely) 
be repressed for fear of not worrying the others. Neither is helpful for the 
patient. The doctor then must discuss these symptoms openly with the 
patient and, with his approval, thereafter with his wife or other relations. 
She or they must be led to the task of regarding his behaviour as sympto- 
matic of his illness and not as part of himself. It is indeed tragic how 
difficult many people find this; the interference with the function of leg or 
stomach by some organic illness is given sympathy, whereas comparable 
interference with mental function is often not even tolerated, although it is 
to be noted that if the mental symptoms are part of a syndrome which has 
other visible symptoms, they are more easily accepted—the more visible 
and colourful the better, such as the red of measles or the yellow of jaundice. 
Irritability, then, must not breed counter-irritability. 

Anxiety over inefficiency needs much reassurance and much patience. It 
is nearly always evident to the patient before it is to his superiors and 
family; and the demonstration that in fact no one else has noticed will itself 
go far to restore confidence, and so prevent further anxiety. This will, how- 
ever, have to be remarked upon more often than the family think reasonable. 

Insomnia again is often made worse by the patient’s fear that if he doesn’t 
sleep enough his health will be permanently damaged; also his broken nights 
will break his wife’s sleep and, particularly if each is constantly waking the 
other in the small hours, patience will be an even more praiseworthy virtue 
than usual. The doctor may therefore have to treat both, and a heavy seda- 
tion—and many sedatives fail from being too light for chronic anxiety 
states—may be required for both partners to ensure really sound sleep for a 
few nights at least, and so re-establish the habit. It is also wise to discuss 
with both how much sleep they think they require: the answer is generally 
in hours and (even with the ever increasing range of strip-advertisements) 
the depth of sleep is not considered, so that both may be reassured by re- 
marks that a few hours’ deep sleep are worth more than several hours of 
broken sleep. 


HYSTERIA 


Hysterical complaints, by which here is meant physical complaints without 
adequate physical cause produced by unconscious motives, will require more 
skilled handling, and their investigation and treatment will be better left to 
the specialist. The classic picture of conversion hysteria, in which symptoms 
date from some particular repressed episode in the past, is less seldom seen 
than formerly, although the results of the war are still with us in some cases. 
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More common is a complaint which represents an escape from, or provides 
some gain in, a set of circumstances still active: and the removal of these is 
not always possible. Consultation between psychiatrist and general prac- 
titioner should allow of an accurate assessment of the situation, and the 
latter and, through him, the relatives, may assist the psychiatrist in altering 
the patient’s attitude to his surroundings, even if they are materially un- 
alterable. 

Moreover, such complaints are often caused by a mixture of unconscious 
and conscious motives, and the latter will be helped by the measures dis- 
cussed in the preceding paragraphs. The house-bound wife, for instance, 
may develop abdominal pains as a protest against the routine work she has 
to do, and as an appeal for more appreciation from her husband or family. 
A change in their attitude will naturally be a great factor in abolishing her 
symptoms; similarly, a man in a frustrating job will lose his symptoms if 
promotion is offered. It must, however, be admitted that some patients reach 
a stage when their complaints are their most pleasant preoccupation and 
there is then no particular reason to give them up: and compensation 
neuroses are unlikely to improve while their case is still on the carpet of the 
lawyer’s office. 


ANTAGONISM BETWEEN THE PATIENT AND HIS RELATIVES 
The situation will obviously be much more complicated if there is an- 
tagonism, open or veiled, between the patient and his wife or relations—the 
mother-in-law joke has taken on a new lease of life in many overcrowded 
homes. This will be so particularly if the antagonism is, as it may well be, 
the cause of the patient’s psychological symptoms. It may or may not be 
at an entirely conscious level, but in either case there will probably be the 
danger that whichever partner is not the patient will regard the doctor as 
reinforcement for the enemy and be suspicious of his influence, and may 
not therefore be willing to meet or to get on terms with him. This attitude 
must be met by an assurance on the doctor’s part—naturally not always in 
so many words—that he is not there to take sides, that his aim is an im- 
provement in the patient’s health and that, if the patient’s symptoms are in 
any way due to domestic difficulties, it is only natural for him to discuss the 
latter and to do his utmost to remove them; and that he realizes that friction 
is best ended by the satisfaction of both parties, not the triumph of one over 
the other. 

With this start, it should at least be possible for him to see and listen to 
both sides. Should he do so together or separately? If separately, the danger 
already mentioned, of being suspected of taking sides will be increased and 
must be continuously remembered. If both are seen together, there is the 
risk of the doctor’s consulting room becoming a battle ground: and whether 
the type of battle is a slanging match or a series of counter-insinuations de- 
pends more upon the self-control and skill of the contestants than upon the 
doctor’s presence. In any event, little is achieved, for each is more con- 
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cerned with giving tongue about complaints which justify themselves in the 
doctor’s eyes than in trying to understand the other’s point of view, and the 
more complaints, including physical symptoms, are stressed the more 
difficult will it be for insight into the nature of these symptoms to be gained. 
It therefore seems essential that the two should be seen separately, at least 
until some measure of common ground, fundamental as well as superficial, 
is reached—that is, until both parties are prepared to admit to themselves 
that eack has been to some extent at fault and, more important now, that 
each is sincerely trying at this stage to repair the situation. Thereafter, it 
may well be permissible to see the two together and so encourage them to 
consider the detailed ways in which they can improve the situation in as 
objective a way as possible. This effort to turn the problems into a sort of 
game played by both under the eye of the doctor as umpire or coach is, in 
fact, at times the first occasion of collaborating sympathetically in a joint 
interest. 
OBSESSIONS 

The obsessional group of psychoneuroses, less common than anxiety and 
hysteria, nevertheless presents many problems to the general practitioner, not 
the least of which is the friction which will develop between the sufferer and 
his relatives as a result of his apparently irrational behaviour. The doctor 
himself may well find the constant repetition of fears, preoccupations or 
pieces of behaviour very tedious. He will also be liable to become impatient 
at the inability of the patient to respond to the commonsense reassurance 
he provides and to tell him, or allow his relatives to tell him, with scorn, that 
his fears and behaviour are ridiculous. This is, of course, only too well 
known to the patient already, the essence of his conflict being between his 
desire to perform his obsession, and his attempt to restrain himself from 
so doing on rational grounds. 

Many obsessive conditions are ineradicable except with studied and pro- 
longed treatment, and this unfortunately is hard to obtain at the present 
time. Palliative measures are therefore necessary, and it is possible to do 
something to get the patient to adapt to his trouble and so to live a normal 
life in their presence. This will be achieved if he can be freed of superficial 
anxiety which is so often added. The general practitioner and the relatives 
must therefore show none of their scorn or impatience to the patient or they 
will only lead him to further anxiety, and either a long series of subterfuges 
to conceal his oddities of behaviour or a pattern of chronic antagonism 
against his unsympathetic and infuriating companions. Instead, there must 
be a straightforward discussion of the symptoms, a frank report by the 
patient on what he has been able to do, and a sympathetic evaluation of his 
progress by both doctor and relatives. To obtain this attitude of tolerance in 
the relatives the doctor must be prepared to explain the genesis of obsessions, 
so far as may be comprehensible, and so to obtain their interest and sym- 
pathy, just as they would no doubt be prepared to give it unstintingly for a 
purely physical complaint. 
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DEPRESSION 

Depression as a symptom appears to be more common than before the war 
and the sufferer is a misery to himself and a thorny problem to his doctor. 
In the acute stages, the question is whether he should be admitted to a 
hospital or nursed at home. In the less severe and more long-standing cases 
the patient’s repeated complaints, indecision and gloom make him most 
wearing for his relatives, who therefore need all the help they can get from 
the doctor. 

Depicssion may occur as a symptom of manic-depressive psychosis, re- 
current and endogenous, or of an acute anxiety state—which conditions are, 
of course, widely separate in their history, symptoms, causes and prognosis. 
But it has been said, with some justice, that a wider range of cases exists 
between these two extremes and that the placing of many cases into either 
one or the other pigeonhole is by no means easy, and not always possible for 
the general practitioner without consultant advice. 

Advice should naturally be available, too, on questions of certification, but 
since in the nature of present services it is not always possible to obtain at 
once, it is worthwhile discussing the possibilities. If the patient be obviously 
suicidal—or, more rarely, homicidal—admission into a mental hospital, 
either as a voluntary patient or under certificate, will be essential: but if 
this pitch of depression has not been reached, the decision is far more 
difficult. Much will depend upon the resources and atmosphere of the local 
mental hospital. Generally, skilled nursing and special treatment are ob- 
tainable there, but against this is the fact—most regrettable but true—that 
some hospitals are so short of staff, overcrowded and uninspiring in their 
atmosphere, that the depressive who retains his insight and cooperation will 
not be benefited by a stay there. It is to be hoped that this will change, but 
at present it must be faced in the patient’s interests. It may therefore some- 
times be better to risk deterioration (and suicide) outside than in: but, in 
this event, the general practitioner has a very clear duty to explain to the 
relatives what he is proposing and why, and in what way, they can best 
help the patient. 

Severe depression is perhaps one of the most unpleasant symptoms the 
human being can have, and its hopelessness infects those in contact with 
the patient and they are prone to forget that their attitude has any effect on 
him. They can scarcely be blamed for this in the face of repeated complaints 
and persistent gloom; and the most practical advice the physician can give 
them is that they should, so far as possible, split the care of the sufferer 
among several people, so that they can retain more easily some sense of 
proportion in this matter. This may, of course, not be possible. In the 
patient’s presence there is no doubt that recovery is helped by an attitude 
of patience, cheerful tolerance and repeated reassurance. Impatience or 
irritation are only too likely to encourage the patient to develop ideas of 
guilt or unworthiness—that he is not worth caring for—which will be even 
more trying for his wretched relatives. 
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Depression may, of course, be endogenous, and it is held by some that this 
depression is entirely unaffected by the environment and will lift for reasons 
as obscure as those that caused it; it may be so but, even if so, the relatives’ 
attitude to the recovered patient will be all the healthier if they have avoided 
irritation in his illness. Here again the recognition and acceptance of the 
depression as a symptom and not as part of the personality will be difficult 
but, if it can be achieved, will strengthen the resolution. 

Electro-convulsion therapy is increasingly given at out-patient clinics and 
the doctor must therefore warn the relatives what to expect. Probably there 
will be some temporary forgetfulness and difficulty in concentration which, 
if not forecast, will disturb all concerned and prejudice them against further 
electro-convulsion therapy. They can be confidently reassured that it will be 
short-lived. 


PARANOID CONDITIONS 


Paranoid states and even paranoia itself are probably commoner in general 
practice than is generally realized. The classic picture of the advanced 
systematized delusions with behaviour disorders is, of course, to be seen 
in mental hospitals and is often demonstrated to the students on their visits, 
but it is something of a rarity and appeals to them rather as a museum ex- 
hibit outside their ken—potentially dangerous and practically untreatable. It 
is small wonder therefore that their first reaction to any case that crops up 
in their practice is to consider ways and means of certification. 

Now, like the depressive, the paranoid may walk for some time on the 
borders of certifiability; and, again like the depressive, he is not always 
likely to be improved by admission to a mental hospital, for the reasons 
already described. Indeed, the degree of tact, nursing skill and environ- 
mental amenity which will be required, if he is not to deteriorate, will be 
greater even than for the depressive; further, it is regrettable that there is less 
treatment which offers him as hopeful a prognosis. On the other hand, the 
paranoid case may be more dangerous to others than to himself, and the 
doctor has therefore a difficult problem to decide and one on which he will 
be glad of expert advice. 

If it be considered by the psychiatrist that there is no risk in allowing the 
patient to remain at his work, or that the risk is slight enough to be taken, 
then a great deal can be done to improve the patient’s chances of carrying on 
a reasonable life. I have under supervision several cases of paranoid states, 
in which recurrent delusions still occur. These patients have been kept at 
work and without much change in their home life because the nature of the 
delusions and, so far as possible, their origin have been explained to the 
relatives and employers who have been warned to expect and accept oc- 
casional periods of irrational behaviour, to avoid increasing the emotional 
tone of the delusion by antagonism or argument, to relieve anxiety by re- 
assurance in behaviour as well as in speech, and to allow any insight still 
present to develop by encouraging the patient to accept the possibility that 
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illness may produce a temporary and recoverable loss of reason. All this is 
difficult for the relatives. It will only be carried out by considerable help 
from the doctor, who must also be prepared to see the patient at regular 
intervals, both to reinforce these efforts and to watch for any deterioration. 


OBJECTIONS 
Many objections can be, and have been, raised to the suggestions made in 
this article, and it is only right to discuss them. No doubt all have some force 
in certain circumstances, and it is therefore essential to understand clearly 
what force and in what circumstances if one is to be able to answer them. 

First is the contention, already raised, that the matter is a private one 
between patient and doctor and no concern of the relations. Certainly it 
may be, and it is for the doctor to decide whether or not the patient’s health 
is likely to be improved by any change in his relatives’ attitude. If so, and 
provided the patient agrees, it is surely his duty to attempt the change, just 
as he would attempt to produce any other change in his environment that 
could benefit his health. 

Second, with more justification, is the objection—an objection to so many 
other desirable things these days too—that there is no time. I have the 
greatest sympathy, in the literal sense, for the general practitioner who is 
run off his legs and constantly trying to attempt too many things in a day 
which is all too short. The measures advocated here take time and there is no 
argument about it, but it is curious how relatively seldom this objection is 
raised in other types of medicine. The surgeon seldom admits that he has not 
time to finish the operation, or at least, if he does leave the stitches to an 
assistant, makes very sure that the task will be completed by competent 
hands. The pharmacist somehow has time to be accurate in his dispensing, 
the nurse with her bandaging; neither would dream of leaving the job in 
the middle. It is therefore a question of priorities, and one knows that even 
the overworked general practitioner would not leave a vital measure undone. 
His complaint that he has no time for the relations’ attitudes therefore means 
that it is not important enough for him to put high in the list of priorities. 
This, of course, depends upon how much good he really believes can be 
done by this measure, and how much his patient will benefit from its use 
or suffer from its lack. It may, in his opinion, not be worth while doing, but 
let him not feel he has no time. The answer must be that, in the long run, he 
has no time not to do it, for untreated psychoneurotic, and in particular 
psychosomatic, patients are some of the most time-consuming or time- 
wasting that can cumber the ground of a surgery. 

It may well be that in practices of 4000 odd, and with an increased pro- 
portion of psychoneurotics (for social reasons outside the scope of this 
article), there will simply never be adequate time for the general practitioner 
to deal fully with such cases. If this is likely to be so, the sooner it is recog- 
nized the better, for it will then be possible to consider remedies objectively 
and deliberately. At present the picture is obscured and distorted and, be- 
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cause of this, perhaps the wrong remedies are being proposed: for lack of 
adequate treatment in general practice, more cases are becoming complicated 
and chronic. ‘This leads to more need for psychiatric out-patient sessions and 
thus for the training of more specialists. Probably these are at present so 
short and the need so great that all is well, but the time may not be far ahead 
when it will be wiser (on economic as well as on professional grounds) to 
spend more money on allowing general practitioners to do more thorough 
work, rather than on increasing indefinitely the ranks of the specialists. 

Thirdly, it may be held that the general practitioner, not being a 
psychiatrist, is inadequately equipped for the task. Has he had any training 
which will allow him to deal with such situations? The answer, reluctantly, 
is that indeed many general practitioners have had no formal training of this 
kind. It is hoped that with the increase of teaching in psychiatry, and in 
particular of the psychoneuroses, at medical schools, the practitioner of to- 
morrow will be far better equipped than his counterpart of yesterday. But 
the latter need by no means despair, any more than he despairs because as 
a student he did not learn all he now needs about the antibiotics: he has had 
to learn much more as he has done his daily work since, and even in such a 
specialized subject he may find that, although his knowledge of chemical 
structure is perhaps less than that of the student, his experience has pro- 
vided him with a judgment and skill which are not entirely without value for 
his patients, and sometimes produce better results than the enthusiasm en- 
gendered in the newly qualified by intensity of specialized knowledge un- 
accompanied by practical experience. So it is with his knowledge and use of 
simple psychotherapeutic measures. His judgment and skill will already be 
considerable and, if he is prepared to think over the matter objectively, he 
will find that there is much reason and system behind what he has already 
come to practise on rule of thumb grounds. It is there that he may find cer- 
tain situations beyond him and part of his task will be to learn to detect 
these, as it would be in any other specialty. He is, however, unlikely to find 
as many as he may have expected, and the fact that he has made an attempt 
to handle the matter in the way recommended will have vastly helped 
whatever specialist there is to take over. 

In conclusion, let the general practitioner recognize not only his own 
responsibilities but his own power fer good in the family situation, and let 
him not be afraid to use the experience and skill he has acquired and the 
prestige a still generous public awards him, in conjunction with a study of 
the emotional needs and strengths of both his patient and his relatives. He 
may not become graded as a psychiatrist, but he will be (if possible) even 
more appreciated as a doctor than he already is. 
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GENERAL PRACTITIONERS’ FORUM 
THE DOCTOR’S BAG 


By W. N. LEAK, M.D. 


‘THE armamentarium of a rural practitioner who has to deal on the spot with 
a wide variety of conditions will obviously be different from that of a city 
practitioner whose distances are limited and has the immediate support of 
hospitals and ambulances. Furthermore, what a doctor carries about with 
him will depend largely upon his outlook on medical practice. There are 
many doctors who feel that a number of patients are so anxious to get 
something for nothing that it is wise and right to give the patient a certain 
amount of trouble in obtaining what he requires. I have known doctors who 
would not even carry a prescription pad or insurance certificates with them. 
For all these the patient had to send or come to the surgery. Few, I think, 
would go so far today, and one may put, perhaps typically, as the first 
necessity in a doctor’s bag a supply of prescription forms and at least the 
commoner certificates; and it saves quite a little time if an indelible pencil 
or ‘biro’ pen is included. 

If, as no doubt should be the case, it is decided te carry at least a few 
drugs as well, it is necessary to decide whether to carry only those which are 
required for emergency administration—which limits to a few tablets or 
ampoules for use hypodermically—or whether it is right also to carry a 
certain supply of selected drugs which can be given to a patient to enable him 
to carry on with his treziment straight away until he can obtain a proper 
supply from the chemist. Here again, problems arise. First of all the present 
National Health Scheme in England (but not in Scotland) seems to frown 
on giving such sensible relief to a patient, for the practitioner will either 
have to pay for these drugs himself or resort to subterfuges which are un- 
worthy of any national service, let alone a British one, in order to obtain 
them from the chemist. Then comes the problem of space. If one tries to 
carry many drugs the quantities will be so small that the case will constantly 
need refilling, and there is also a real problem in choosing the right con- 
tainers. The advantages of carrying such drugs are well worth the trouble 
involved, even if at times they are abused or little regarded. For there is a 
satisfaction, when leaving a patient with some acute illness and no one to 
fetch his medicine for hours, or perhaps until the next day, in the feeling 
that at least you have given him something to carry on with which will 
ease his pain, secure a good night’s sleep, or even abort a serious or trying 
illness. Sometimes patients may even be grateful, and I find that my 
patients, at any rate, send for me earlier and that I see fewer serious cases 
than I used to do. But perhaps this is general experience and has little to do 
with the way I treat them. 
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Besides certificates and drugs a doctor needs, of course, certain diagnostic 
instruments, in most practices some surgical ones too, and I hope that most 
general practitioners also practise midwifery. To cope with all this I find that 
it is necessary to have three bags, one mainly medical, one surgical, and a 
‘midder bag’. My medical bag, which I take with me everywhere, is a little 
12” attache case, my surgical bag is rather larger, for it has to contain some 
dressings, whilst the midder bag is largest of all as it has to contain a sterilizer. 
The arrangement of the last two does not present great difficulties, but some 
ingenuity is required to get all I want into my little medical case. 


THE MEDICAL BAG 

To save space, instead of putting in relatively bulky prescription pads I 
tear off a sufficient number and put them in a pocket in the top of the case, 
keeping the main pads in my car. In this pocket I also keep a card on which 
I jot down any special prescriptions that I am likely to forget. (Incidentally, 
I have on the dashboard a little gadget which just takes a card on which I 
write down the day’s visits in their intended sequence, so that it is always 
before me.) ‘To keep the contents of the bag in some sort of order I have two 
tins which fit it pretty neatly and provide two compartments of fixed size 
with spaces between them that I can alter as I will. Into one of these latter | 
put a 5 ml. syringe with several needles in a spirit container, and also a 
2 ml. one. With them lies one of those little handles containing many little 
ear instruments and a pair of bent forceps for ear and nose work. These are 
kept from rattling about by a Tycos sphygmomanometer that holds them 
down tight. One tin box contains all my tablets, whilst the other contains the 
handles of an electric auroscope, an electric pen torch to which perspex 
attachments can be fitted, and a second 2 ml. syringe. On top of these, in 
a little tray, are a spare stethoscope (in case I forget the one I carry in my 
coat), a tape measure, indelible pencil, a tiny tin with finger cots, a collapsible 
watchmaker’s glass in a tin case, a minute dropper bottle (actually an 
‘endrine’ sample bottle) containing ‘anethaine’ solution, which is much the 
best local anzsthetic for general eye use, and also a tube of insulin—certainly 
a miscellaneous collection, but they fit in somehow and are all most useful. 
On the other side of this tin I have a small cardboard box that contains the 
auroscope and ophthalmic ends and a few oddments nesting in cotton-wool. 

Drugs.—The above take up half the space; the rest is occupied by a 
box containing ampoules and tablets. My selection of these is three of 
‘cardiazol-ephedrine’, two of ‘somnifaine’ (which is a most useful barbiturate 
for injection, and has proved quite safe even for children, in whom it can be 
almost! ife-saving at times), and one each of ‘ergometrine’, ‘femergin’, 
pituitrin, ‘kapilon’ (‘synkavit’), Nativelle’s digitaline (which is a nuisance, as 
it is thick and oily, but I know nothing to match it in effectiveness), ‘pethi- 
dine’, and finally, nicotinic acid (in case I ever see a case in which it might 
conceivably do good). 
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In choosing what tablets to carry, it is, I think, wise to have regard to 
the colour and marking as well as the action of the drug, as this is an added 
safeguard against mistake either of the doctor or the patient, to whom they 
are usually given without written instructions. Then to economize con- 
tainers it is quite safe to put, say, soluble barbitone with phenobarbitone 
1 grain (65 mg.) and } grain (16 mg.), as they cannot be mistaken for one 
another and the mixture makes sure that the barbitone will not be confused 
with the tablets of phenacetin and caffeine that I also carry, especially for 
children. A distinctive sedative with analgesic action is ‘sonalgin’ (although 
‘allonal’ would also do), and the bright red capsules of ‘seconal sodium’ are 
as distinctive as the contents are useful. Compound codeine tablet is a 
favourite that is also worth carrying, and I take sulphamezathine as being 
the most generally useful of the sulphonamides, and the letters I.C.I. on it 
make it distinctive. I like to have some tablets of aspirin, phenacetin and 
Dover’s powder as they are unequalled in the initial stage of many febrile 
complaints. I can get adequate amounts of all these except sulphamezathine 
into small aluminium tubes which save space and breakages. Often, to be of 
any use, I have to give 8 tablets of sulphamezathine, so this involves carrying 
a larger bulk than of the others. One more tube contains compound pills 
of colocynth, some 1-grain (65 mg.) calomel tablets, and some purgoids 
(cascara would probably do as well as a milder laxative than the colocynth, 
but it is good to have a tablet that the patient is probably not accustomed to). 
Yet one more tube carries a selection of somewhat allied but easily dis- 
tinguished tablets—digitalis, ephedrine and ‘taumasthman’ (or ‘asmadyn’) 
for the asthmatic who says that ephedrine is not relieving him. Morphine 
and pethidine pills can safely go together in a small container, a supply of 
ergot tablets is useful, and so are tablets of grey powder. The ‘oddments’ I 
mentioned earlier embedded in cotton-wool are two small bottles of thick 
glass containing sal volatile and syrup of chloral. 

One more aluminium tube contains tubes of hypodermic tablets— 
morphine; morphine, atropine and hyoscine; atropine sulphate; strychnine 
sulphate, 1/30 grain (2 mg.); ‘digitalone’ ; caffeine, and ephedrine. I find room 
also for a small phial of adrenaline, a plastic iodine pencil, and a tube witha 
screw top containing ‘bisodol’. A few glycerin suppositories and some 
ipecacuanha and morphine lozenges, one capsule of ‘vaporole ammonia’, and 
two or three of amyl nitrite complete my medical equipment. 

Few doctors, I suppose, would agree with my choice, but as the result of 
over twenty years selection I find it enables me to cope with practically 
everything I am likely to meet. Many would prefer a much smaller selection, 
but to me it gives the pleasure and satisfaction of being able to choose the 
best for each case, and if, as not infrequently happens, I may have run out 
of the particular drug I want there is always another of somewhat similar 
action that will do in the circumstances. I think it keeps alive my interest; 
and as newer things come out I find the contents of my bag keep slowly 
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changing, for I also keep a small case in the boot of the car into which I 
put samples that may some time be useful, together with supplies of peni- 
cillin, vaccines, sera and other oddments that I use occasionally but for 
which I cannot find space in the case I carry with me everywhere. 
CONCLUSION 

Little need be said about my surgical or midwifery bags. Their contents are 
much more stereotyped for all of us, but I hope that the description of my 
medical multum-in-parvo may stimulate others into carrying perhaps a wider 
range of medicines than they have done in the past. I am confident that 
neither they nor their patients will ever regret it; for it is surprising how 
beneficial the early administration of a suitable drug can be, and for most of 
us that means carrying round a small supply of a number of carefully selected 
drugs, and the ingenuity and care of the manufacturers give us no excuse for 
thinking that we cannot do so. 


CHILD GUIDANCE PROBLEMS 
IN GENERAL PRACTICE 


By D. I. FINER, M.R.C.S., L.R.C.P. 


THE general practitioner is daily confronted with questions concerning the 
behaviour of children. These questions often receive inadequate attention. 
They neither possess the drama of the medical emergency nor do they 
stimulate the keen diagnostician as does an obscure disease. The busy prac- 
titioner tends to dismiss them. Yet lack of understanding due to inadequate 
training is more pertinent a reason for their brief dismissal than lack of time. 
When I qualified, my pediatric training had equipped me to recognize many 
unusual diseases. My knowledge of normal development and behaviour was 
limited to the fundamental landmarks of the first tooth, the first step and the 
first word. Mothers today are acutely aware of their children’s behaviour, or 
rather misbehaviour. They are often confused by the conflicting opinions 
that they have heard and read. They readily turn to their doctors for 
guidance. It is therefore useful to define the sphere of influence of the 
general practitioner. 


CLASSIFICATION 


My impression is that cases can be classified, according to the way they are 
presented, into three main groups: 

(1) The mother approaches the doctor with a request for guidance in 
what may be considered the normal problems of upbringing. The problems 
concerned are commonly those of the prevention of disease, methods of 
feeding and habit-training. In addition, mothers occasionally like to discuss 
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such questions as the daily routine, discipline, or the attitude of the family 
to the new baby. 

(2) The children in this group are presented because of a single out- 
standing symptom. This may be obvious as a manifestation of emotional 
stress, even to the parent. Such symptoms are nail-biting, thumb-sucking 
or stuttering. On the other hand, the parent may be completely perplexed, 
as when the child exhibits body rocking or head banging, or profoundly 
upset, as by bed-wetting or masturbation. Inquiry often reveals other evi- 
dence of the unhappy child, but the parent is mainly concerned with the 
presenting symptom. 

(3) In this group the parents are aware that the disturbing behaviour of the 
child indicates a considerable psychological disorder. ‘The fact that the child 
has not come to terms with his environment is apparent in the nature of the 
complaint. Under this heading come the shy and the fearful, the jealous and 
the disobedient, the mere tantrum and the frank delinquent. 

Although the general practitioner, when confronted with any of these 
problems, is limited in his handling of them both by lack of time and 
special knowledge, there is still a great deal that he can do. If the child guid- 
ance clinics are not to be so overloaded that the problem child of today has 
to wait until he becomes the adult neurotic of tomorrow before he is dealt 
with, then the least that can be done is to define those cases really requiring 
the special service they have to offer. On the other hand, if a bland re- 
assurance that the child ‘will grow out of it’ is widely offered, then future 
generations of practitioners will continue to protest against their burden of 
adult neurotics. 


SELECTION OF CASES 


Whether or not it is desirable to refer a particular child to the expert, is 
usually revealed by the way in which the problem is presented. Questions 
coming within the first group can obviously be catered for by the general 
practitioner. This is also true of most of those within the second group. 
One has, however, to be on the alert for the presenting symptom that is an 
hysterical conversion. 

A case in point was that of a girl brought along because of loss of hair. She was 
an apparently happy child, having many friends and doing well at school. It was a 


dermatologist, however, who pointed out that she was a case of trichillomania, and 
she has required expert guidance extending over years. 


The vexing problem of bed-wetting can in my opinion be handled 
adequately by the family doctor. The most important factor in treatment is 
the correct orientation of the parents’ attitude, and this can be done satis- 
factorily without reference to a psychiatrist. The bed-wetting that con- 
tinues into adolescence is usually but one manifestation of personality dis- 
order and will require reference to a clinic. Fecal incontinence and continued 
enuresis by day are usually manifestations of a deeper disturbance and re- 





GENERAL PRACTITIONERS’ FORUM 169 


quire more expert handling than can be provided by the general practitioner. 
Apart from the special cases indicated, it is a characteristic of the second 
group that individual treatment of the child is not required and that the 
essential factor is a modification of the environment. The necessary in- 
fluence can be exerted without reference to a clinic. 

It is from the third group that the majority of cases requiring the efforts 
of a child guidance unit will be drawn. The detailed assessment of the 
child’s make-up and the individual treatment that is necessary will require 
the full armament of educational psychologist, welfare worker and psy- 
chiatrist. The time and experience necessary are beyond that available in 
general practice. 

It will therefore be seen that the practitioner’s first task is to separate those 
cases in which the present complaint if neglected would lead to future 
storms. Those children, on the other hand, who exhibit merely an exaggera- 
tion of normal fears or a tension arising from the inevitable frustations of 
growing up, can be treated at home. With an adjustment of the environment, 
usually achieved by altering the outlook of the parents, the child will come 
to satisfactory terms with his world as he grows. The family doctor has 
thus something to offer beyond selection and reassurance. The factor of 
lack of time is eased by his knowledge of the family concerned. This gives 
him an insight into home conditions, domestic problems, the economic 
background and the possible influence of heredity. In addition, he will know 
something of the outlook of the parents, and can roughly assess the attitude 
of the various members of the family to each other. The problems that he 
will handle will not require a close acquaintance with abnormal child 
psychiatry. He must, however, possess an understanding of the normal 
standards of behaviour pertaining at the age of the child concerned. 


PRINCIPLES OF TREATMENT 


Apart from any advice specific to the problem dealt with, the practitioner’s 
guidance must be governed by certain principles. He must aim at re- 
establishing the mother’s self-confidence. Uncertainty in handling the child 
will soon convey to the child his mother’s doubts and his own dominance. 
Any doctor who is a parent knows the pitfalls of parenthood too well to 
exhibit his superiority. Criticism must therefore be aimed at enlightenment, 
not derogation. The parents must be given perspective in their handling by 
the practitioner’s stressing the behaviour to be expected from a child at the 
age of the one in question. This will tend to create a healthy climate in 
which the child grows to stability. The dangers of unnecessary restrictions 
should be pointed out. Pointless repetitive denials deny only parental 
authority. To impose upon a child a pattern of behaviour beyond its years 
merely ends in conflict or timidity. The practitioner should also point out 
that a discipline that uses fear too readily and an ethic beyond the child’s 
understanding is a permanent source of disturbance to the child mind. It 
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is inevitable that children will face life with reserve if the normal expression 
of their curiosity and energy is continually frustrated. This especially 
applies when the forbidding parent relies upon a discipline which depends 
for its success upon the natural inferiority of the child. One’s advice should 
be aimed at promoting the child’s sense of security. Finally, all children need 
adequate occupation, and this is particularly important in the case of the 
pre-school child. 


SUMMARY 
This article was set down to clarify my own approach to a frequent problem 
in practice. That it is based upon general experience unsupported by a 
detailed knowledge of psychiatry is perhaps evident. That the general prac- 
titioner has a considerable contribution to make to child guidance is, 
however, unquestionable. The satisfactory handling of these problems 
demands a general understanding of normal standards of child behaviour. 


INTRAVENOUS PROCAINE TREATMENT OF 
ESSENTIAL HYPERTENSION 
Dr. GeorG Biro of Vienna writes :— 


‘I HAVE used intravenous procaine treatment in cases of essential hyper- 
tension according to the following scheme: 





Days | Procaine solution | ml. 


ae ©.5 per cent. 
4-6 I per cent. 

7-10 I per cent. 
11-20 2 per cent. 
21-30 2 per cent. 
31-40 3 per cent. 











All injections are given intravenously, very slowly, with the patient in 
the reclining position. The treatment lasts for forty days and succeeds in 
reducing high blood pressure to normal where, in my experience, it 
remains without any further treatment. I have never noticed any side- 
effects’. 





OBESITY: THEN AND NOW 


By IVO GEIKIE-COBB, M.D. 


In the eighteenth and nineteenth centuries it was probably true to say that 
the corpulent owed their disfigurement almost entirely to over-eating. 
Rowlandson’s cartoons of John Bull in peace show him to be buttressed 
round with layers of fat. His well-known picture 
of a corner of the Grand Pump Room at Bath in 
1795, shows plumpness as the normal state of the 
seorgians. And no wonder, when the Prince 
Regent’s menu contained: ‘Quatre potages, Quatre 
relevés de Poissons, Quatre Grosses Piéces pour 
les contre-flancs, Trente-six Entrées; Pour Extra, 
Dix Assiettes Volantes de Friture; Huit Grosses 
Piéces de Patisserie, Quatre Plats de Rots’, and, 
as a bonne bouche, “Trente-deux Entremets’.' 
Leigh Hunt with justice described the Prince as 
a ‘corpulent man of fifty, a libertine over head 
and ears in disgrace’, for which unsolicited testi- 
monial he was fined {500 and given two years’ imprisonment. 

But it is a mistake to think that gluttony was confined to Carlton House. 
Further down the social scale is Parson Woodforde who describes with 
relish his dinners. On August 31, 1796, he tells us that he had for dinner, 
‘Peas Soup, Pigeon Pye, best part of a Rump of Beef rosted, Ham and two 
boiled chicken, Broad Beans and Patties. 2nd course: Fricassed Rabbits, 
baked Currant Pudding, Couple of Ducks rosted, Blancmange, Pickled 
Salmon, French Beans and Tarts. Desert, a fine melon and some Plumbs. 
Soon after Coffee and Tea . . .. On October 20, 1795, his menu contained: 
‘Harrico Neck of Mutton, rost Beef, a couple of Chicken boiled and Pigs 
Face, etc.’ We are not told what tasty morsels the ‘etc.’ included: but we 
can see from reading his delightful diary that these two dinners were 
typical of his dietary. (Pepys would have approved.) 

The working classes had nothing of which to cemplain in the matter of 
food: ‘. . . the working manufacturing people of England eat the fat, drink 
the sweet, live better and fare better than the working poor of any other 
nation’.* The ‘dives’—those basement hovels in London where a man took 
his mid-day meal—served shin of beef, small beer and bread for twopence 
halfpenny, and he could ‘wipe his hands afterwards on the back of a wooly 
Newfoundland dog’. Workmen and their families ate plenty of butter, 
cheese and butcher’s meat, for which they paid next to nothing. 

Towards the close of the century, however, prices rose and often the poor 
were hard put to get enough to eat. Bread was the staple food and continued 
to be so until the nineteenth century. Villagers fared better, for they were 
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able to get fresh vegetables, milk and butter. Butter was seldom eaten by 
the rich as, for some obscure reason, it and green vegetables were considered 
to be fit only for the poor. To this lack of a fruitful source of vitamin A 
has been attributed the frequency of stone among the upper classes.5 As 
the diet in those days was also rich in calcium owing to the generous intake 
of wholemeal bread and cheese, it probably furnished as high an intake as 
2 g. daily. It is probable that, unless green vegetables were included in the 
menu, the risk of calculus was high. It is undoubted that stone in the kidney 
and bladder was many times more frequent in the eighteenth and nineteenth 
centuries than in the twentieth. 

The members of the better-off classes, of course, suffered less from 
shortage of food in the latter half of the eighteenth century; indeed their 


Sa 





The Burthens of Plenty 


feeding habits were changed not so much by shortages as by fashion. The 
introduction of French cooking and of sweet wines added to the pleasures 
of the table, and tempted them to take even less notice than formerly of their 
expanding girth. Obesity as well as gout shortened their lives and ruined 


their tempers. 


OVERWEIGHT IN THE ‘GOOD OLD DAYs’ 
It may fairly be said that almost everyone who was overweight in this 
Augustan Age had an excess of intake over output to thank for unwieldiness. 
There may have been an occasional instance when endocrine disturbance 
or water retention produced or aggravated corpulence: but often the 
enormous excess of calories above the needful was sufficient to account for 
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the increase in weight. The possession of a bulging paunch was not regarded 
as exceptional or as a matter for shame in the halcyon days of the eighteenth 
century. An attempt was sometimes made to hide the extent of the girth by 
tight-lacing: but this cannot have been entirely successful, neither can it 
have been a contribution to comfort. Perhaps it was for this reason that the 
Prince Regent, according to Creevey, left off his stays—‘Prinny has let loose 
his belly which now reaches to his knees’.* To remind us that it was not only 
the First Gentleman who indulged a passion for food we have only to glance 
at the menu of a tavern where, in 1752, seven people sat down to dinner. 
The French (such as it was) interlarded with English, shows how the in- 
fluence of French cooking was already making itself felt.’ 


Bread and Beer. Dix Ortolans. 

Potage de Tortue. Une tourte de Cerises. 
Calipash. Artichaux a le Provensalle. 
Calipees. Choufleurs au Flour. 

Un paté de Jambon de Bayone. Cretes de Cocq en Bonets. 
Potage Julien Verd. Amortes de Jesuits. 

Two Turbots to remove the Soops. Salade. 

Haunch of Venison. Chicken. 

Palaits de Mouton. Ice Cream and Fruits. 
Selle de Mouton. Fruits of various sorts. 
Salade. Fruit from Market. 


Saucisses au Ecrevisses. 
Boudin blanc a le Reine. 
Petits patés a l’Espaniol. 
Coteletts a la Cardinal. 


Selle d’Agneau aux Cocombres. 


Saumon a la Chambord. 


Butter and Cheese. 
Claret. 
Champaign. 
Burgundy. 

Hock. 

White Wine. 


Fillets de Saules Royales. Madeira. 

Une bisque de lait de Maquereaux. Sack. 

Un Lambert aux Innocents. Cape. 

Des Perdrix Sauce Vin de Champaign. Cyprus. 

Poulets a le Russiene. Neuilly. 

Ris de Veau en Arlequin. Usquebaugh. 

Quee d’Agneau a la Montaban. Spa and Bristol Waters. 
Dix cailles. Oranges and Lemons. 
Un Lapreau. Coffee and Tea. 

Un Phesant. Lemonade. 

Food, of course, loomed largely in the minds of all classes. Every event 
of any importance was an excuse for eating. After a funeral, for example, the 
mourners sat down to vast joints of meat, wine or ale, and though the minds 
of those present ought to have been merged in gloom, this did not ap- 
parently deter the mourners from at the same time enjoying the things of 
the flesh.*® 

Between 1715 and 1755, ‘Meat in London was cheap and plentiful, the 
markets and stalls were being increasingly well supplied with fruit and 
vegetables from the neighbouring market gardens’.* Meat was regarded as 
the chief reason for the superiority over other races which the Englishman 
modestly ascribed to himself. The ‘roast and boiled’ had made England 
what she was. Steele wondered how we should have fared at Blenheim and 





TDP OI PTE OS ES OPT AT OE OPES OS : 


174 THE PRACTITIONER 


Ramillies had our men ‘been fed with fricacies and ragousts’. He described 
a meal which, not unnaturally, disgusted him; it is quoted here as an 
instance of the lengths to which gluttony could drive men in a desire to 
titillate the palate: ‘. . . I discovered with some joy, a pig at the lower end 
of the table and begged a gentleman that was near it, to cut me a piece of it, 
upon which the gentleman of the house said, with great civility, “I am sure 
you will like the pig for it was whipped to death” . . . I heard him with 
horror, and could not eat an animal that had died so tragical a death’.!° 
In the premises of Messrs. Berry Brothers and Rudd, the wine-merchants 
of St. James’s Street, are some fascinating records of the weights of their 
customers from 1760 to the present day. A director of the firm kindly 
allowed me to inspect these lists which I suppose are unique, being the only 


A Lord Mayor's Banquet 


records of the weights of those fine gentlemen (and their ladies) who looked 
in at Messrs. Berry’s shop on their way down St. James’s Street to sit on 
the scales which hang from the ceiling. I have chosen some of the entries at 
random. They illustrate the ample proportions which the food of those days 
produced. 


In 1787, the Earl of Salisbury weighed 15 stone, 9 lb.: by 1798 the scales re- 
corded an increase to 19 stone, 4 lb. Lord Guildford was another who, presumably, 
neglected to diet: for in 1801 he weighed a mere 14 stone: by 1811 he had increased 
this to 18 stone 11 Ib. Lord Essex weighed 17 st. 6 lb., Lord Mexborough 18 stone. 
Somewhat surprisingly, the Royal Dukes were not in the heaviest class. The Duke of 
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Kent weighed 16 st. 84 Ib.:; the Duke of Cambridge 15 st. 8 Ib.: the Duke of York, 
14 st. 84 lb., and the Duke of Cumberland (not the ‘Butcher’, but Ernest Augustus, 
the fifth son of George III) a mere 13 st. 7 Ib. 


It is clear from a scrutiny of these records that the members of the upper 
classes were in many instances grossly overweight. Perhaps they realized it 
and therefore weighed themselves at regular intervals. Very few of these 
entries indicate that the visitors to Messrs. Berry Brothers lost weight as 
the years went on. 

Our mouths may well water when we read of the plenitude of flesh food 
at the disposal of our ancestors in the 18th century. A soup, known as the 
Queen of Scott’s, was made with six chickens and eight eggs. Mrs. Glass 
recommends ‘six pounds of butter as sufficient for the crust of a goose pie, 
a quart of cream and the whites of nine eggs are two of the ingredients of 
an almond cream’.!° 


THE PRESENT-DAY PICTURE 

If we now turn to the contemporary scene we see a very different picture. 
Food is, broadly speaking, considerably less attractive than it has been for 
centuries. We are, it is true, consuming a relatively larger quantity of starch 
in the form of bread and puddings: but we are certainly eating less meat, 
less butter and cheese, and drinking less wine. If we pause for a moment and 
compare not only the food that was available, but what it cost in days gone 
by with conditions today, we shall quickly appreciate that rationing and the 
cost of living have effectually destroyed the gourmand’s paradise which 
existed until 1939. 

Instead of a choice of thirty-two entrées, with the soup which preceded 
and the dishes which followed this mammoth selection, we are lucky to have 
one protein meal a day once we have consumed our weekly ration of meat. 
And this protein may, perforce, take the form of tinned meat or, if we can 
afford it, a chicken. But not the six chickens which were used to make the 
Queen of Scott’s soup. We must remember that in those days a chicken could 
be bought for 6d. and that eggs were 2d. a dozen.* 

It must be assumed that the stomachs of these people had become 
accustomed to the cascade of food which reached them. For there can be 
no doubt that the saying ‘appetite comes with eating’ is true. Soups and 
tasty meats stimulate the digestive juices and often produce appetite even 
when hunger has been appeased. Fat persons, moreover, are often drugged 
by the surfeit of food they have consumed; and the extra sleep they indulge 
in adds to their sloth as well as to their portliness. Qui dorment mange—an 
aphorism totally disregarded by people who should sleep less rather than 
more. 

There are, of course, certain advantages in possessing a slight surfeit of 





*Don’t the butchers sell their mutton at 34d. a pound . . . the best ox will not 
fetch above 2d. a pound in Smithfield Market’. London Chronicle, December 12, 


1767. 








176 THE PRACTITIONER 


fat, but none in corpulence. The stout party laughs easily because he is fat. 
He is less liable to fuss or to fret, and less dangerous than Cassius, with his 
lean and hungry look. But his expectation of life is considerably less satis- 
factory than that of his leaner brother: the slow but gradual collection of 
collops not only hampers his activities but inevitably interferes with the 
adequate functioning of his vital processes. And not only his body will 
suffer: his mind becomes slow-witted, for ‘dainty bits make rich the ribs, 
but bankrupt quite the wits’. It has been truly said that ‘one-third of your 
food keeps you alive, the other two-thirds keeps your doctor alive’. This 
axiom contains truth, but less so nowadays than formerly. 

There is today, it is here maintained, less reason for attributing every case 
of obesity, as some authorities are now doing, to an excess of intake over 
output. Few people, however, realize how easily the maximum need in 
terms of calories can be exceeded by even the smallest indiscretion. One 
writer has given this instance. A full evening meal may well add 2,500 
calories to the day’s total; so that if breakfast, lunch and tea have furnished 
2000 of the necessary 3000 calories, the excess may well be in the neighbour- 
hood of 1,500 calories. To those who approach the weighing-machine with 
trepidation, telling themselves that if they are even heavier than the last 
time they really will take more exercise, it is a terrifying thought that to 
‘run off’ a pound of fat it would be necessary to take a 70 mile walk at 3} 
miles an hour." 

While there are always people who exceed the allotted calories and pay 
the penalty by an increase in weight, there are many others who eat as much 
or more and never put on a pound. This is one argument against the ex 
cathedra statement that obesity is synonymous with gluttony. Moreover, the 
continued food shortage and the monotony in diet have lowered our powers 
as trenchermen. No longer can we cope with what Parson Woodforde or 
the Prince Regent succeeded in doing without apparent discomfort. It is 
almost as if the stomach rebelled at anything approaching the mass of food 
it cheerfully accepted in bygone days. No longer can we say with Lord 
Chaplin, a noted gourmand, ‘I should like to see my stomach disagree with 
anything I choose to give it’. We are living in an era when, alas, not only 
has appetite shrunk, but dyspepsia and internal ulceration have taken its 
place. 

All these facts suggest that more attention should be paid to the endo- 
genous causes of obesity, and that there should be less dogmatism about 
over-eating being the sole cause of corpulence. No doubt our diet contains 
an excess of starch, yet there is no evidence that everyone is putting on 
weight. It is probable that nine out of ten people are in fact eating much less 
than they did before the 1939-45 war. Even the generous hospitality of the 
City Fathers is now a mere shadow of its former self: I recall a Livery Dinner 
in 1913, when we were regaled with eighteen courses and a choice of wine 
with each. Perhaps in countries more happily situated than ours the well-to- 
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do may still find it difficult to resist the temptation to overeat. It may be so. 


PHYSIOLOGICAL DEPOSITION OF FAT 

One factor must be taken into account in assessing the causes of obesity, 
and that is the physiological differences in the sexes. The normal woman re- 
quires surface fat to give her the rounded outlines which are her due, and 
indeed are for her an asset. Man has been called katabolic and woman ana- 
bolic. What I have in mind is that it is the more active life led by the male 
from earliest times (and sometimes today) which necessitated (and to some 
extent still necessitates) vigorous physical exercise. He ‘burns up’ his nutri- 
ment by exercise, whilst his wife sits at home conserving her intake instead 
of spending it. No one can deny that the female form which lacks the 
rounded curves and gracious outline caused by adequate subcutaneous fat 
appears scraggy, whereas in a man such a figure is merely pleasantly slender. 
This differentiation in figure is due to the internal secretions of the sex 
glands and to the part taken in women by the thyroid, a predominantly 
feminine gland. The administration of thyroid extract will diminish an 
excess of fat when due to an endocrine lack, no matter whether it is 
primarily a shortage of thyroxine or of cestrone: for the two act together 
in giving man his normal mate. But it will often do little to help when the 
obesity is due to excessive intake, although even here it will raise the meta- 
bolic rate and stimulate diuresis. Thyroid extract must be given with caution, 
however, for the greater the need the smaller should be the initial dose.” 

That there are many people who completely fail to reduce their weight 
even on a strict diet containing a mere 1000 calories is a fact which any 
physician experienced in treating this complaint will support. It may be 
true that no one has ever become obese in a famine: but disease as a nethod 
of treating corpulence can scarcely be recommended. This failure on a diet 
which in any case of simple exogenous obesity must succeed, bears out the 
contention that to class every example of obesity as due to eating more than 
the individual needs is to over-simplify the problem. Yet many authorities 
who write on this subject maintain, or at any rate imply, that a diet re- 
stricted to the individual’s needs is all that is required. If this were really so, 
there need be no stout people save those who choose to be—and they would 
label themselves as gluttons. Therefore if a patient fails to los: weight on 
a suitable reducing diet, it must be assumed that there is another cause for 
the disability. Before we consider what this may be and how the diet should 
be helped by additional treatment, let us see how the fat is dealt with and 
where it is deposited. We all recognize the fat, squat figure of *he cretin and 
the myxeedematous subject. Here the subcutaneous tissues are infiltrated 
with adventitious material which results from a deficient thyroid secretion. 
The stout child, with the rounded contours, the cherry-red cheeks and the 
‘dutch-doll’ expression, is fat because the pituitary gland hes failed to assist 
in the metabolism of fat. 
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When fat is deposited, from whatever cause, it chooses first the sub- 
cutaneous areas and only later are the viscera covered with, and invaded by 
it. The trunk is, it seems, the most convenient repository once the ex- 
tremities have received comfortable covering. The stout man carries many 
inches of fat, not only on his abdominal wall, but in his omentum, around 
his liver and his heart. Boerhaave refers to a patient whose omentum weighed 
over 30 Ib.; and a necropsy on any individual of gross overweight will reveal 
fatty deposits around the viscera and fatty infiltration in the heart. In this 
way the circulation is hampered, respiration becomes an effort—partly 
because of the loaded omentum which impedes the work of the diaphragm— 
and, in many instances, constipation adds to the difficulties which beset the 
obese. It is true that often the temperature is subnormal and the basal 
metabolic rate is low. 


ENDOGENOUS CAUSES OF OBESITY 

In considering the endogenous causes of obesity little need be said about 
deficiency of the thyroid and pituitary secretions, because their association 
with obesity is so well known, even if it is not invariably recognized. It is 
different when the internal secretion of the pancreas is concerned. This 
stimulates the metabolism of carbohydrates: when there is a generous intake 
of sugar, not only is the fat in the diet spared, but excess of carbohydrate is 
actually converted into fat. ‘We can conceive, however, [Falta wrote] that 
the origin of obesity may receive an impetus through a primarily 
strengthened (or stimulated) function of the insular apparatus, in that the 
assimilation of larger amounts of food goes on abnormally easily, and hence 
there does not occur the setting free of the reactions which in normal 
individuals militates against the long continued ingestion of an amount of 
food which is greater than the requirements’.!* In other words, stimulation 
of the pancreas by much food tends to increase anabolism, with consequent 
obesity. 

Water retention as a cause of overweight presents a different and, in many 
ways, a more complex problem. In this the hypothalamus and the posterior- 
pituitary antidiuretic hormone play an important part. Verney’ has shown 
that the osmotic pressure of the arterial plasma governs the liberation of this 
hormone—a further step in establishing the influence of the neurohypophysis 
on the kidneys. That the neurohypophysis is a direct outgrowth from the 
hypothalamus has been proved by the study of its embryological origin. 
The two are, so to speak, intertwined and cannot be separated in a fully- 
developed brain: ‘Anatomically speaking, therefore, the pituitary body and 
the hypothalamus are to be regarded as components of a common neuro- 
glandular mechanism . . . the vascular relationship between the hypothala- 
mus and the hypophysis is particularly intimate’.° The manner in which 
some people retain water in their tissues, thus adding almost incredibly to 
their body weight, is thus explained. Patients under close observation can 
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increase their weight by as much as a stone in tv. enty-four hours. It has been 
pointed out by Bazovitch ‘that long before ary edema becomes clinically 
demonstrable by such evidence as the occurrence of pitting, the retained 
water may amount to as much as 6 litres’."* 'No theory, other than that of 
water retention, can explain such a phenomenon. If this explanation is re- 
jected it is indeed a dignus vindice nodus. 

In view of the fresh evidence which is 30 swiftly accummulating that 
anabolism and katabolism are not determined solely by the intake of food, 
surely it is time more attention was paid to the metabolism of salt and water, 
to which Marriott has drawn attention.’’ A salt-free diet has long been 
prescribed for edema.'* Why should it not be logical to insist upon this and 
mercurial diuretics for those unfortunates who are unable to excrete water 
adequately and who, in consequence, store it as intra- or extra-cellular 
fluid? Water depletion is beginning to t+ understood and reckoned with. 
Is water retention equally recognized by the clinician? 


DIE? 
In prescribing a suitable diet for the obese it should be remembered that all 
foods, however dry they may seem in the mouth, yet contain some water. 
Another point to stress is the way water is actually produced from food 
in the body by chemical changes. “or instance, a molecule of glucose 
(C,H,,0O,) converted to glycogen (‘°,H,9O;) furnishes one molecule of 


water. When fat is burned in the bod it produces 100 grammes of water for 
every 100 grammes of food; carbohydrate yields 55 to 60 grammes; protein 
40 to 45 grammes for a like amount. As 75 to 80 per cent. of all food is water, 
it will be obvious that, whatever die: a patient is taking, a large quantity of 
water will be available apart froin whatever actual liquid is absorbed. 

Put in another way, from dry fod one pound of starch produces half a 
pound of water: one pound of protein yields two-fifths of a pound, whilst 
one pound of fat gives one and one-fifth pounds. An average diet contains 
water which exceeds the fluid intake by 700 gramrres: and the water elimin- 
ated by the body as a whole’ excecJs t!.c fuid intake by the same amount. 

Whilst fruit contains from *'c to ys pex cent. of water, other nutriment is 
as low in this respect as 6 per ce™:t. ‘chocolate). A mixed diet will provide a 
larger amount of water than, to ti uninitiated, would seem possible; and in 
pondering on the way some people maintain their weight on a restricted 
fluid intake, this fact should be borne in mind. In a diet containing 1000 
calories the fat content should be restricted to 30 grammes a day, and even 
this meagre amount demands 33 grammes of water for its utilization. 

A very drastic reducing diet, such as the following, contains 600 calories: 

Breakfast 1 orange or juice of 1 orange 

1 egg, not fried 
$ slice of toast 
Cup of black coffee with sugar substitute, if desired 
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Luncheon 4 banana (sliced), $ head of lettuce, mineral oil and lemon 
juice dressing 
4 cup of string beans or squash 
2 water biscuits 
Glass of skim milk 
Dinner Cup of broth with ‘thrice-cooked 3 per cent.’ vegetables 
2 slices of crisp bacon 
4 cup of mashed turnip 
4 head of lettuce 
5 stalks of raw celery 
Cup of clear tea or black coffee 


In every case in which weight is not reduced on a diet containing 1000 
calories or less, it is advisable to remember that the neurohypophysis and 
the kidney lie, one at each end of an axis. Both are concerned with the 
governance of water metabolism. It is futile and unkind to blame a patient 
who has adhered strictly to the diet prescribed and still fails to lose weight. 
We possess methods of stimulating both the pituitary and the kidneys: and 
when water is retained these should be brought into use. 

One interesting observation is worth mentioning. Once the weight has 
been reduced by the elimination of excess fluid, it often remains stationary 
even when the patient is allowed a more liberal diet. 


The illustrations are reproduced by courtesy of the Trustees of the British Museum. 
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CURRENT THERAPEUTICS 


XLIV.—CHLORAMPHENICOL (CHLOROMYCETIN) 


By R. LEWTHWAITE, D.M., F.R.C.P. 


Director of Colonial Medical Research, Colonial Office; formerly Director, 
Institute for Medical Research, Kuala Lumpur, Malaya. 


RESEARCH workers were not slow to explore further the new paths of ad- 
vance in curative medicine opened up by the success of penicillin. Strains 
of moulds by their thousands were tested; from one came streptomycin. 
During the past four years three notable ‘wide-spectrum’ antibiotics, 
chloramphenicol (chloromycetin), aureomycin and terramycin have been 
developed. Woodward (1949) notes the interesting sequence in which 
specific therapy against infectious diseases has advanced. The earliest 
specific remedies—quinine, mercury, antimony and the salvarsans—com- 
bated chiefly the larger infective agents, the protozoa and the spirochetes. 
Next came the sulphonamides as effective agents against the bacteria, 
especially the gram-positive bacteria and the coccal groups. Later the anti- 
biotics, penicillin and streptomycin, further extended the field to certain 
of the gram-negative organisms, but still left the diseases due to Rickettsia 
and viruses largely untouched. Now these three new antibiotics have proved 
to be effective against other important gram-negative bacilli, to be a veritable 
therapeutic scythe to all the rickettsial diseases, and have encroached on 
the hitherto recalcitrant viruses. With some important exceptions their 
range of activity, specificity, efficacy and insignificance of toxic effects have 
been remarkably similar. 

Concerning chloromycetin, it will be possible here only to outline its 
range of action, and to indicate where certainty of dosage and efficacy has 
been reached, and where controversy on these continues. 


, 
ORIGIN AND PHARMACOLOGICAL ASPECTS 


The drug originated from a mould, Streptomyces venezuela, isolated from 
soil by Burkholder. Detecting antibacterial properties, he passed it to 
the Research Laboratories of Parke, Davis and Co., of Detroit, where 
Ehrlich and his associates showed that filtrates had marked antibiotic 
properties, and isolated the active principle in crystalline form, naming it 
chloromycetin. It was active orally in animals, and was of low toxicity. 
Extended in vivo trials by Smadel and his U.S. Army medical research 
group demonstrated a wide range of efficacy, especially in the typhus 
fevers and gram-negative infections. 

Chloramphenicol is the generic name for the crystalline substance ori- 
ginally called chloromycetin; the latter name has been reserved as a trade 
name by Parke, Davis and Co. It is a white neutral compound, containing 
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nitrogen and non-ionic chlorine, stable at room temperature in aqueous 
solution; in distilled water it will withstand boiling for five hours. Its 
solubility in water is 0.25 g. per cent. At first prepared by a fermentation 
process, it was later prepared by synthesis on a commercial scale, without 
any loss in its efficacy. Absorption from the gastro-intestinal tract is rapid; 
excretion is mainly through the kidney. Hawking (1951) has summarized 
its toxic effects in man. It can be asserted with confidence that any but 
mild side-effects are unknown when the drug is used in recognized thera- 
peutic dosage. None of note was observed during the curative and pro- 
phylactic trials in man by Smadel and his research units in Malaya, in- 
volving some three hundred individuals. They may appear as mild gastro- 
intestinal disturbances with a slight looseness of stools, and as a mild 
glossitis and thrush. One participant in prophylactic trials noted as much 
mental stimulation and euphoria as he had experienced after taking 2.5 mg. 
of ‘benzedrine’; another twice had transient difficulty in reading fine print 
within an hour or two of taking the drug, but it lasted only for four or five 
hours. Slight muscle fatigue has been recorded. Fortunately almost all 
subside on cessation of treatment. In the great majority of cases the drug is 
tolerated extremely well. 

A product for injection is not yet available. After oral administration the 
concentration in the blood reaches appreciable levels in half an hour, and 
its peak in two hours, to diminish to an insignificant level in eight hours, 
which interval should therefore seldom be exceeded in the spacing of 
doses. The concentrations found in the milk, cerebrospinal fluid and bile 
are about one-half that found simultaneously in the blood. 


CLINICAL USE 

Many of the diseases, hitherto largely refractory to specific therapy, in 
which chloromycetin has achieved its most decisive curative effects are 
seldom encountered in Britain. Such are the rickettsial fevers, brucellosis 
and tularemia, although some are of importance to the armed Forces 
serving overseas. Others, such as salmonella infections and chronic urinary 
tract infections, are of direct concern to the practitioner of medicine in this 
country. 


RICKETTSIAL DISEASES 


‘These are a group of fevers of which the causal organism is one or other of 
the Rickettsia, organisms that by reason of their intracellular multiplication 
and inability to grow in vitro, have much in common with the viruses. 
Among them epidemic typhus, murine typhus, scrub-typhus and Q-fever 
are of chief interest in British medicine. Also members of the group are 
several tick-borne fevers, interrelated in varying degree. Most of the 
rickettsial fevers have military importance; thus there were some 30,000 
cases of scrub-typhus, with a 10 per cent. death rate, among British and 
American troops in the late war. 
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The value of the drug in these fevers will be exemplified by its use in 
scrub-typhus, since its evaluation in this disease has been very thorough, 
since the course and results of chloromycetin therapy are closely similar in 
all the major members of the group and in those minor ones that have been 
investigated, and since I have had more experience of therapy in this than 
in the other rickettsial diseases. 


Figure 1 illustrates the clinical course of the disease in a case of scrub-typhus 
treated with chloromycetin. It will be noted that the drug is given for one day only; 
; a loading dose of 3 to 4 

g. is followed at three- 
CASE B-!, MALE, AGE 18, 136.8 hourly intervals by 0.25 
g. for the next twenty- 
four hours. The febrile 
reaction, which is of 
fourteen to sixteen days’ 
duration in the untreated 
uncomplicated case, is 
truncated abruptly with- 
in forty-eight hours of 
the drug being taken. In 
one of Dr. Woodward's 
cases, first seen and 
treated on the ninth day 
of fever, with cardiac em- 
barrassment already evi- 
dent, defervescence took 
seventy-two hours. Of 
some 150 cases treated 
none died. Giles and 
Symington (1950) have 
reported a series of 13 
cases successfully treated 
with a single dose of 3 g. 
of the drug. 
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The dramatic suc- 
cess of chloromycetin 
Fic Firs ase Cf wedi — ts be treated with chloro- in the chemotherapy of 
re aertimenan by sy oe Case under care of Major scrub-typhus promp- 

C. J. Williams and Capt. H. Mc.Giles (By courtesy of ted Smadel and his 
wpe a Ame Lewthwaite (1949), and Proc. essociones (1950) to 
attempt chemopro- 
phylaxis, so desirable against this military hazard. Detail would here be 
out of place. Suffice it to state that as a result of successive field trials in 
human volunteers, weekly doses of 4 g. each for six weeks, begun after a 
period of natural exposure to the infection that caused 13 cases among 
18 volunteers in a control group, were so effective that only 1 of 31 volun- 
teers developed typical scrub-typhus. 

An unexpected finding was that, whereas cases of scrub-typhus treated 
during the second week of the disease do not relapse, many of those treated 
during the first few days (as were most of the volunteers) relapsed about 


RiCKETTSEMIA + 








184 THE PRACTITIONER 


one week after taking chloromycetin. Smadel (1951) attributes this anomaly 
to the fact (supported by other evidence in man and animal) that the drug 
is rickettsiostatic, and not per se rickettsiocidal. Growth of the causal 
Rickettsia tsutsugamushi is suppressed by it for about one week, during 
which time immunity is developing. In cases treated late, antibody formation 
has progressed sufficiently before the institution of specific therapy for the 
additional aid of the suppressive effect of the antibiotic to secure for the 
patient an overwhelming immunity, whereby the Rickettsia are controlled 
permanently, if not actually eliminated; and relapses do not occur. But in 
cases treated early in the disease, antibody formation may not at that time 
have developed sufficiently for the suppressive effect to ensure the develop- 
ment of an immunity adequate to control the Rickettsiae permanently; 
and recrudescence therefore occurs. 

In other members of the typhus group chloromycetin has proved similarly 
effective. Thus Smadel et al. (1948) and Payne et al. (1948) independently 
reported the success of this therapy in louse-borne typhus (the devastating 
classical typhus of history); Ley and his associates (1950) likewise in flea- 
borne typhus; and others in Rocky Mountain spotted fever, Q-fever, 
rickettsialpox, and boutonneuse fever. 

In this recent great advance in the treatment of the typhus group of 
fevers, it is noteworthy that the high specificity of the three new antibiotics, 
chloromycetin, aureomycin and terramycin, demonstrated im vivo in the 
laboratory, has always been borne out in man and that all three are of value, 
although Bailey et al. (1951) place their degree of preference in the order 
given. They prove effective even when given quite late in the course of 
diseay;, although defervescence may then take a day longer and require 
correspondingly longer therapy. Relapses invariably respond to re-treat- 
ment; development of any drug-resistance that might interfere with this 
has not occurred. 

GRAM-NEGATIVE ORGANISMS 

Typhoid fever.—Clinical experience has firmly established that chloro- 
mycetin is the drug of choice in the treatment of typhoid fever. A rapidly 
mounting world-wide volume of literature, whilst drawing attention to 
important residual problems concerning the carrier state, adjuvant therapy, 
dosage and complications, indicates the outstanding fact that the drug has 
proved highly specific in its mitigating effect on the acute clinical infection, 
and has not only reduced the death rate but has also lessened the burden 
which typhoid fever imposes on physicians and nurses during epidemic 
outbreaks. 

Smadel and his associates in Malaya have reported on various aspects of 
therapy, with complete bacteriological, serological and biochemical data, in 
some 60 patients. 

Figure 2 illustrates the clinical course of one such patient, a young British soldier 


in whom a positive blood culture was obtained on the nineteenth day of illness in 
blood drawn on the sixteenth day, by which time he was extremely ill. It was then 
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Fic. 2.—Typhoid fever. 


customary to give a large initial (or ‘loading’) dose on a basis of 50 mg. per kg. 
body weight, and to continue administration of the drug for four or five days after 
the fever had subsided. Woodward (1949) has summarized the results of therapy 
During the first forty-eight hours there is little subjective or objective improvement ; 
but on the third day, cough, headache and delirium abate, and on the fourth day the 
patient is placid, lucid, stronger and recovering his appetite. In all his 21 cases the tem- 
perature fell to normal in four days, irrespective of age, height of fever and the 
duration of illness before starting therapy. The stool cultures became sterile, and in 
most cases remained so; a few, however, reverted to positive, and in some of these 
the drug failed to avert the carrier state. A small proportion suffered clinical relapse 
One such case is illustrated in figure 3. 


PaTGnT 48. Pewee ace an” 


ono ete 


f 
| Il, ae = 


NANA hao 1 s- 3 3 } ala 
YW Sari wi Maw Wawa 


B- a9 <tOs0or8e 


—~ 
~~ — 


ee Ts ee 
POTENT One AGES RON MOEA ON SOY OTH oe oe OR EE TE & ee ee ee 


Fic. 3.—Typhoid fever, with relapse. 


The patient was a young Malay woman who, when first seen on the fourteenth 
day, was extremely ill, a low muttering delirium, meteorism, a rash and twitching of 
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the fingers being present. For lack of drug, specific therapy had to be discontinued 
two days after defervescence; and duly, fifteen days later, relapse occurred, the 
patient again being very ill. Chemotherapy was therefore renewed for twelve days, 
with the result depicted in the figure. Four successive stools were in due course 
obtained, and no further relapse occurred. 

Many problems remain for solution. One is the relation of the length of 
specific therapy to the relapse-rate. Smadel, Bailey and Lewthwaite (1950), 
recording a series of 44 cases, obtained the results given in table 1. Clearly 
a minimum course of twelve days is desirable. 


TABLE | 


RELATION OF RELAPSES OF TYPHOID FEVER TO DURATION OF CHLORAMPHENICOL 
"TREATMENT 





: Treatment with Chloramphenicol 
Patients Relapses 


Duration of Administration 
Treatment 








os Day of Disease Total : | Percent. 
Group | No.| Senet! | “Gaye. | | perme em | oS 
. davs vs . ; 
: period tal Started | Stopped) 8!V&" | (a. patients 
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8 days 6.9 
or less 


ee 


19 | 9to 14 11.2 
days 


12 | Longer 
than 
14 days 











(Reproduced from Ann. intern. Med., 1950, 33, 1: Smadel, Bailey and Lewthwaite.) 


The same authors used effectively the following variation of dosage: 
3 g. initially, followed twelve hours later by morning and evening doses of 
1.5 g. until the temperature reached normal (four days), followed by once- 
daily doses of 1.5 g. for seven days, and then by 1 g. for a further four to 
seven days. But subsequent experience has been that, even thus, a break- 
through may occur; and the consensus of opinion is that the relapse rate 
now exceeds that of the pre-chloromycetin period. In this connexion it is 
pertinent that the drug in low concentration in culture media inhibits 
growth of S. typhosa, but fails to kill the organisms even in a hundred times 
that concentration. It is a transient suppressant, and ultimate recovery 
seems to depend upon the development of immunity in the host. Based 
on this conception is one of the most promising attempts to reduce the 
relapse rate, namely, the use of anti-typhoid-paratyphoid vaccine as adjuvant 
to chloromycetin therapy. 


Thus, in an outbreak of typhoid fever among British troops in Egypt, in one 
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series of cases defervescence was secured by chloromycetin, but, concomitantly with 
the drug, minimal doses of phenolized 'T.A.B. vaccine were given daily for ten days ; 
with the result that a relapse rate of some 30 per cent. was reduced to one of § per 
cent. (personal communication from Brigadier A. Sachs, Director of Pathology, War 
Office). 

What may well prove to introduce a refinement in therapy, with further 
experience and availability of drug, is the finding by Smadel, Ley and 
Diercks (1951) that combined therapy with chloromycetin and cortisone 
accelerates the mitigation of clinical symptoms. The former drug was given 
in the dosage noted above; in addition, cortisone was given daily by intra- 
muscular injection during the first three to four days of this therapy. As a 
result, the toxemia and fever were curtailed from four days to one day. 

As consideration of the pathological changes would indicate, the occur- 
rence of the two serious complications of typhoid fever, intestinal hemor- 
rhage and intestinal perforation, is not necessarily averted by chloromy- 
cetin therapy. In many cases of relapse it was possible to compare in the 
laboratory the sensitivity of the S. typhosa recovered with that recovered 
in the original attack; no diminution was found. 

Although the initial or ‘loading-dose’ did not have any ill-effects in the 
Malayan series, some reports draw attention to the risk of a Herxheimer- 
like reaction that it may entail. Thus Wilkinson (personal communication, 
1951), describing cases from an outbreak of typhoid fever that assumed 
epidemic proportions in Hongkong, stresses that it became ‘abundantly 
clear that the seriously ill patient, admitted profoundly toxzemic in the third 
or fourth week of the disease, does not stand a loading dose of 3 g.’ He 
preferred to give at the outset either 0.25 g. at hourly intervals up to a total 
of 3 g., or alternatively, 1 g. at four-hourly intervals to a total of 3 g., follow- 
ing up in either case with a daily dose of 2.75 g. in three divided doses; 
he noted that no further Herxheimer-like reactions had resulted. In 
concluding this brief account it may be remarked that the specificity of 
chloromycetin in no way detracts from the value of well-established thera- 
peutic measures in this disease; thus surgical intervention in the case of 
perforation is not precluded; the intravenous drip may enhance the response 
to chloromycetin in the seriously ill patient on admission; and the con- 
comitant administration of penicillin for its usual indications may be 
advantageous. 

Brucellosis (undulant fever) in man is seldom encountered in Britain, 
but presents a considerable problem in the United States of America. 
In the acute disease, chloromycetin has achieved one of its spectacular 
successes, giving prompt relief within thirty-six hours; the temperature 
becomes normal in three days. Relapses may occur, but yield to re-adminis- 
tration of the drug. In chronic brucellosis the results are less prompt, but 
partial to complete relief of symptoms occurs in the majority of cases. 
Final evaluation awaits longer periods of observation. 

In meningitis due to H. influenze the clinical condition is reported to 
improve rapidly after administration of the drug. 
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Chittenden et al. (1949), among others, record that the drug is of great 
value in chronic infections of the urinary tract, since its wide range of action 
includes antagonism against FE. coli, A. aerogenes and K. pneumonia, and 
especially also P. vulgaris and P. ceroginosa (B. pyocyaneus). They found 
that in simple bacillary urinary infections the temperature became normal 
within twenty-four hours, and the urine was freed from pus and bacilli in 
thirty-six hours, after dosages of 1.5 g. for twenty-four hours. Complicated 
urinary infections when cocci were present required adjuvant therapy with 
penicillin or the sulphonamides, and, if indicated, appropriate surgical 
corrective measures. 

Several reports have established beyond doubt the efficacy of the drug in 
acute gonococcal urethritis; the value of this orally administered drug to the 
medical armamentarium against gonorrheea is clear, but until its action 
against Treponema pallidum is more fully known it is likely to be regarded as 
no more than an expensive strategic reserve to penicillin, which will remain 
the drug of choice. 

Woodward (1949) reports that chloromycetin is effective in tularemia, a 
highly infectious disease of various rodents that is transmitted to man by the 
bite of a flea or tick. The causal agent is the gram-negative Pasteurella 
tularensis. Convalescence may be extremely slow; the mortality is about 4 
per cent. Occurring in the United States, Canada, Japan and certain 
European countries, only 3 cases, all laboratory accidental infections, have 
been reported in Britain. It will therefore not be discussed further. 

The organism of pertussis is highly sensitive to the drug m vitro. Gray 
(1950) treated 21 children early in the infection. The dosage was 100 mg. 
per kg. of body weight, once daily at bedtime for five days. Comparing his 
results with those of a control group, he concluded that the drug was 
effective; the cough-count, whooping and vomiting were reduced, and the 
cough loosened. The drug was given in lemon syrup to infants under one 
year of age, and in capsules to those over four years; between those ages the 
bitter taste caused difficulty. Payne and his associates, reporting from Boliva 
on 50 seriously ill children, 21 of whom were under one year and 31 under 
two years, found the fever to disappear during the second day of treatment 
and paroxysms between the third and sixth days. 

Excellent results have been reported of the treatment of infantile gastro- 
enteritis with chloromycetin. Current opinion is that this condition may be 
caused by more than one agent, that certain serological types of E. coli are 
the most common agent, but that a viral agent may also play a part. Smellie 
(1950) treated with chloromycetin 17 children under the age of nine months, 
who were critically ill, at a dosage of 165 mg./kg. of body weight per day, 
at three- or four-hourly intervals, for an average period of ten to twelve days. 
In 16, clinical improvement began within two days, and progressed unevent- 
fully ; in a few it was dramatic. Whilst recognizing the need for caution in the in- 
terpretation of his results, he nevertheless gained the impression that the drug 
had given results exceeding those achieved by any other therapeutic agent. 
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GRAM-POSITIVE ORGANISMS 
Chloromycetin possesses activity against gram-positive organisms. ‘Thus pa- 
tients with pneumococcal pneumonia have responded favourably to it ; but the 
necessary concentrations far exceed the effective concentrations of penicillin. 
When penicillin-resistant strains have emerged, it may prove to be of particular 
value. 


VIRAL AGENTS 


Chloromycetin has proved to be effective against certain of the viruses. 
Space precludes more than a brief reference to some of them. The first 
viruses shown to yield to the drug were those of the psittacosis-lymphogranu- 
loma group, which are among the larger viruses; some would regard them as 
occupying a position intermediate between the Rickettsia and the viruses. 
The lesions of lymphogranuloma venereum do not respond to penicillin or 
streptomycin; they respond, however, to chloromycetin, slowly but not 
spectacularly; evidence is accumulating that the proctitis that is often 
present also responds. (In passing it may be observed that another disease of 
venereal origin, granuloma inguinale, now generally accepted as being due 
not to a virus but to a bacterium, also yields to chloromycetin therapy.) 
In sittacosis viruses the value of this drug, established in experimental 
infections, has been borne out in human infections. 

In trachoma, caused by a virus related to the lymphogranuloma-psittacosis 
group, the outlook is very promising; when given by conjunctival instilla- 
tion the drug is well tolerated and causes rapid improvement in the clinical 
condition, the secretion ceasing in three or four days (Freyche, 1950). 
Moreover, trials of the drug by the oral route have given early indications of 
success (Pijoan et al., 1950). Should this be confirmed by the longer observa- 
tions that are essential, it will be an advance of the utmost importance, not 
only therapeutically, but also socially and economically. 

In herpes zoster, reports on chloromycetin therapy are meagre and some- 
what conflicting. A few investigators claim that the drug is very effective, 
causing rapid regression of pain and skin lesions. Dawson and Simon (1949) 
found doses of 250 mg. every four hours for 24 doses to be effective; in 
post-herpetic neuritis they were ineffective. Carter (1951), on the other 
hand, reporting on a comprehensive, carefully controlled series, found only 
a modification of the pustular stage of the rash, with consequent earlier 
desquamation and reduced scarring, and saw no justification for the routine 
use of this expensive drug in herpes zoster, save in very severe cases and in 
ophthalmic zoster, particularly in the elderly. These results, like others re- 
ported in infective mononucleosis and mumps, should at present be re- 
garded as inconclusive for lack of numbers treated; but they invite further 
clinical trial. 

Concerning the reported efficacy of the newer antibiotics in primary 
atypical pneumonia and influenza, Smadel (1951) stresses the difficulty of 
differentiating between the réle of the viral and bacterial elements and, 
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consequently, of the antibiotic drug used. In the former condition he would 
consider use of the antibiotic justifiable in the usual therapeutic doses, pro- 
vided that it be discontinued after two days if definite improvement be 
lacking. Concerning the latter condition, he cites a recent outbreak of 
proved influenza in the Canadian Arctic, early in which 16 of 90 Eskimos 
died. When, however, a medical unit equipped with penicillin arrived to 
combat the epidemic, to find pneumonia already present in many patients, 
the fatalities ceased abruptly. Noting that none of the antibiotics now avail- 
able is significantly active against influenza viruses in experimental animals, 
he reflects on the possibility that they may well have an important mitigating 
effect on the clinical condition, through antibacterial action, should a 
pandemic of influenza recur. 
CONCLUSION 

Chloromycetin (chloramphenicol) is an antibiotic of proved value in all the 
major rickettsial diseases of man, in some infections due to gram-negative 
bacilli, especially typhoid fever, and in the psittacosis-lymphogranuloma 
venereum group of viruses. Also, it appears to be of potential value in other 
diseases, records of trials in which are as yet too meagre for conclusions to 
be drawn. Its toxicity in the recommended therapeutic doses is of a very 
low degree, although as its use becomes more extensive vigilance in this 
respect should be maintained. 
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REVISION CORNER 
THE TREATMENT OF PRURITUS 


PRuRITUS was long ago defined as the disagreeable sensation which excites the 
desire to scratch. The sensation results primarily from the sub-threshold stimula- 
tion of pain endings in the epidermis, the impulses travelling up the antero-lateral 
spinal tracts to the thalamus, whence they may reach the cortex. Transitory and 
casually perceived pruritus is a physiological phenomenon of daily occurrence, 
and the condition becomes pathological only when its intensity or duration is 
increased to such a degree that it can no longer be disregarded by the patient. 
Pathological pruritus may result from abnormal stimulation of the nerve endings 
in the skin or from normally innocuous stimuli, when the excitability of the 
endings is increased by vascular and physicochemical changes under autonomic or 
endocrine control, or when the state of the epidermis itself is abnormal (e.g. 
atrophy or excessive dryness). As the sensation is mediated by slowly conducting 
fibres, other more rapidly conducted sensory impulses tend to suppress the 
pruritus impulses at the level of the thalamus, thus the threshold for pruritus is 
lowered in the absence of these other stimuli. Finally, the emotional state of the 
patient is of fundamental importance, indirectly by influencing by way of the 
autonomic nervous system the responsiveness of the sensory end apparatus, and 
directly by determining the intensity with which a given stimulus is consciously 
perceived and the patient’s reaction to it. 

The many inflammatory diseases of the skin of which pruritus is a frequent 
symptom will not be discussed here, nor will ano-genital pruritus which has been 
considered in earlier articles in this series. I am concerned here with generalized 


pruritus without clinically obvious skin lesions other than those resulting from 
scratching. Since pruritus as a symptom has as great a diagnostic significance as 
pain, every effort must be made to establish its cause before treatment is pre- 
scribed. Not only will treatment otherwise be ineffective, but occasionally the 
early stages of a serious disease will be overlooked. Pruritus may be classified as 
secondary when it can be ascribed to a discoverable cause, and idiopathic or 
essential when no cause is apparent. 


SECONDARY PRURITUS OF EXTERNAL ORIGIN 
Scabies.—In individuals with a high standard of personal hygiene, burrows may be 
few and not easily found, and there may be no other skin lesions. Other members 
of the household are often affected. 

Pediculosis.—The itching is most severe over the shoulders, on the back, and 
around the waist. There are usually linear excoriations. Lice are found in the 
seams of the clothes and not on the body. 

Chemical irritants.—Excessive use of soap, the addition of disinfectants or salts 
to the bath water, and over-treatment with anti-scabietics are common causes. 
Occasionally, the development of sensitivity to a dye or a finish in clothing can be 
incriminated. Industrial dusts are sometimes responsible. 

Mechanical irritants—Woollen and other rough textured clothing may be an 
aggravating factor. 

SECONDARY PRURITUS OF INTERNAL ORIGIN 
Diabetes—Generalized pruritus is not uncommon. Its severity is not directly 
related to the blood sugar level or the degree of acidosis. 
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Jaundice.—Impaired liver function, with or without jaundice, may give rise to 
pruritus. The precise cause has not been established. Pruritus may precede the 
jaundice in infective hepatitis. In obstructive jaundice the incidence of pruritus is 
particularly high, especially when the obstruction is neoplastic. Pruritus does not 
occur in hemolytic jaundice. 

Uremia.—This can sometimes give rise to troublesome pruritus. 

Gout.—Generalized pruritus used to be ascribed relatively frequently to the 
hyperuricemia of gout, but such cases seem to be less common at the present 
time. 

Malignant disease.—Carcinoma, particularly of the abdominal viscera, may be 
associated with pruritus. In Hodgkin’s disease, mycosis fungoides and leukzmia, 
pruritus may be intolerably severe and may precede by weeks or months any 
detectable changes in the blood, bone marrow or lymphatic glands. 

Focal infections.—The part played by focal infection in pruritus is doubtful. Any 
obvious focus of infection should be treated as this will occasionally result in the 
cure of an unexplained pruritus. 

Hypothyroidism.—The dry skin of the patient with myxedema tends to be 
pruritic. 

Pregnancy.—-Pruritus can occasionally develop during pregnancy in the absence 
of any other discoverable cause. 

Drugs.—Of particular importance are the heavy metals, as pruritus may be the 
premonitory symptom of a severe dermatitis. Penicillin and other antibiotics can, 
rarely, give rise to pruritus in the absence of urticaria. Quinine and aspirin and 
many other drugs have occasionally been incriminated. Cocaine and the opium 
derivatives sometimes cause pruritus in therapeutic usage, and commonly do so in 
addicts. 

Neurosyphilis—Generalized pruritus responding to antisyphilitic treatment has 
been described. 

Allergy.—The pruritus caused by drugs often depends upon an allergic rather 
than a toxic mechanism. Pruritus due to allergy to foods or inhalants has often 
been described, but such cases seem to be rare. If foods are suspected, elimination 
diets are a more reliable method of investigation than skin testing. 

Psychogenic.—Psychological factors are important in pruritus from any cause. 
Psychogenic processes can magnify a pruritus which would be barely perceived 
by a stable person into a symptom of agonizing severity in a neurotic or psychotic 
individual. However, whereas localized pruritus of purely psychogenic origin is 
of frequent occurrence, generalized pruritus without a contributory organic cause 
is rather less common. ‘Two main groups of cases deserve mention :— 

(a) Parasitophobia: The patient who is usually elderly complains of intense 
pruritus which she attributes to ‘animals burrowing under the skin’. Nothing will 
persuade her to the contrary, and she will bring up boxes containing the ‘animals’. 
Even careful demonstration that the ‘animals’ are in fact fragments of skin and dust 
fails to rid her of her fixed delusion. All treatment is usually unavailing. 

(b) Dermographic prurigo (dermographism): It is doubtful whether all such 
cases are psychogenic, but the majority certainly are. The patient complains of 
paraoxysms of pruritus, and has often observed that wheals develop where the skin 
is scratched and at sites of pressure of clothing. Firm stroking with a blunt point 
elicits a dermographic response. Psychogenic pruritus without dermographism 
also occurs. 
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IDIOPATHIC PRURITUS 
Winter pruritus may first develop in adolescence or in adult life. Paroxysms of 
itching occur on warming the body after chilling, e.g., on going to bed after 
undressing in a cold room. It should be noted that pruritus of other origin may 
be aggravated by thermal stimulation of this type. 

Senile pruritus.—The skin is usually dry and atrophic but may appear normal, 
and there is a notable absence of scratch marks. The patient has often further 
increased the dryness and irritability of his skin by excessive bathing or by in- 
appropriate treatment. We have been impressed by the number of these patients 
who are living alone with dwindling interests and without companionship or 
distractions. 

The rather formidable list of the conditions of which pruritus may be a symptom 
gives a false impression of the diagnostic difficulties involved. ‘The duration and 
character of the pruritus, the associated symptoms, and the age of the patient 
restrict the probabilities. Scabies is the diagnosis most often missed at all ages, 
and senile pruritus is probably the diagnosis most commonly abused. The senile 
skin is particularly susceptible to pruritus from any cause, and this unsatisfactory 
diagnostic label should not be applied until other causes have been carefully 
excluded. Determination of the blood urea and a white blood cell count are useful 
measures in persistent, unexplained pruritus. 


TREATMENT 

It is obvious that, whenever possible, treatment should be directed at removing the 
cause of the pruritus. However, even when this can be achieved, symptomatic 
treatment is often called for, and it becomes an urgent necessity when the cause is 
irremediable or when the pruritus has had to be accepted as idiopathic. Con- 
sideration of the physiological mechan’sm of pruritus already briefly reviewed is 
of value in planning treatment along rational lines. Treatment will attempt to 
suppress or to counteract those factors increasing local irritability and to raise, 
so far as possible, the threshold for pruritus at thalamic and higher levels. 

The patient with pruritus more often than not believes himself to be unclean 
and liable to infect his family and friends. His anxiety heightens the pruritus, and a 
succession of sleepless nights lowers still further his itch threshold. Reassurance 
that the condition is harmless and not contagious should therefore not be neglected. 
The elderly patient living alone and with few interests may prove resistant to 
treatment as his itching becomes his sole preoccupation. If it is possible to assist 
him to find new interests through organizations such as the Old Age Pensioners’ 
Association and the Darby and Joan Clubs, the response to previously ineffective 
treatment may be satisfactory. 

The importance of securing sound sleep in the exhausted patient who is 
perpetually aggravating his condition by scratching cannot be exaggerated. In 
milder cases aspirin and antipyrin may be sufficient, but bromide is the most 
generally helpful drug and may be combined with phenobarbitone as, for 
example :— 

Potassium bromide 5 to 10 grains (0.32 to 0.65 g.) 
Phenobarbitone sodium 4 to $ grain (22 to 32 mg.) 
Flavouring q.s. to ¢ fi. oz. (14 ml.) 

At night, barbiturates must be prescribed in adequate dosage: butobarbitone, 

1¢ to 3 grains (0.1 to 0.2 g.); pentobarbitone, 1} to 3 grains (0.1 to 0.2 g.); or 











194 THE PRACTITIONER 


‘sodium amytal’, 3 grains (0.2 g.), may be required for a short period. Later a simple 
bromide and chloral mixture may suffice. Occasionally, bromides intravenously 
are helpful (5 to 10 ml. of 10 per cent. strontium bromide). 

The antihistamines, although of value in the pruritic dermatoses of allergic 
origin, are less effective in many cases of pruritus without skin lesions. However, 
although the response is inconsistent, these drugs deserve a trial as occasional cases 
are relieved. Administration should not be continued after two or three days if 
they do not prove effective. The administration of the opium derivatives is, of 
course, unjustifiable except in malignant diseases. Papaverine hydrochloride 
1} grains (0.1 g.) orally, or 1 grain (65 mg.) intravenously, is often effective. 

The part played by the autonomic nervous system in modifying the peripheral 
threshold to pruritus has been mentioned. As little is known of the details of the 
mechanism involved, treatment designed to act at this level is necessarily empirical. 
Some cases are relieved by atropine derivatives, and the combination of tincture of 
belladonna, 5 to 10 minims (0.3 to 0.6 ml.), with phenobarbitone sodium, } to 1 
grain (22 to 65 mg.), is worth trying. Ergotamine tartrate has been found to be of 
particular value in the pruritus of jaundice, but should be prescribed with 
caution as serious sequela have occasionally been reported. Also of value in the 
pruritus of jaundice, and occasionally in other forms of pruritus, are injections of 
calcium gluconate. Nicotinic acid, also a vasodilator, is sometimes helpful. 

The treatment of pruritus in Hodgkin’s disease and the leukemias often presents 
a particularly difficult problem. Fowler’s solution has been found effective and can 
be employed, as in these conditions the serious late consequences of its prolonged 
administration can be neglected. 

A simple measure which deserves a trial, particularly in ‘idiopathic’ pruritus, 
is autohemotherapy: 10 ml. of the patient’s own blood is injected intramuscularly 
in the buttock, once or twice weekly for four or five weeks. 

As senile pruritus has been ascribed to degenerative changes in the skin, which 
are perhaps of endocrine origin, treatment with testosterone has been recom- 
mended. The best results have been claimed from testosterone proprionate by 
subcutaneous injection, 10 mg. given weekly at first, the interval between in- 
jections being gradually increased. 

Local measures.—Ali factors tending to increase the local irritability of the skin 
must be carefully eliminated. Clothing should be light, and woollen garments 
should not be in contact with the skin. When the skin is abnormally dry, baths 
should not be too hot or too frequent, and bath salts, strong soaps and disinfectants 
must be forbidden. In other cases a warm bath at night immediately before bed 
may help to secure relaxation and encourage sleep. After the bath the skin should 
be dried gently and a simple dusting powder applied. 

Local applications act either by substituting the sensation of cold for that of 
itching, or by a local anzsthetic effect, or merely as protectives and as emollients. 
Phenol is still the main standby: 0.5 to 1 per cent. may be added to calamine lotion 
N.F. When the skin is dry, an oily base is preferable, and phenol 1 per cent. or 
solution of coal tar 5 to 10 per cent. may be incorporated in oily calamine lotion 
N.F.; 1 per cent. each of menthol and phenol may also be added to:— 

Zinc oxide 
Anhydrous lanolin 
Olive oil 
Lime water 
Phenol, even in low concentration, should not be applied to too extensive an 
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area or for too long a period, particularly in children, on account of the risk of 
absorption, and menthol is occasionally irritating. An application suitable for an 
extensive area is:— 

Solution of coal tar af: 1 

Solution of aluminium acetate . Seas a 10 

Arachis oil bWitp ashen ; 10 

Ointment of wool alcohols and water B.P. ...... to 100 

In senile pruritus, when the regular use of a local application may be necessary 

for a prolonged period, a simple emollient such as:— 
Glycerin of starch B.P. | 
Salicylic acid ointment J 
or 
Glycerin of starch B.P. . . 
Arachis oil 
may be preferred. 

In some cases daily suberythema doses of ultra-violet light give great relief 
when other measures have failed, and many patients with the senile type of 
pruritus find it worth their while to purchase their own lamps and administer the 
treatment themselves. As will be evident, there is no specific measure which can 
be relied upon to abolish pruritus in every case. However, the great majority of 
patients can be relieved if each case is considered as a special problem, and if 
treatment is planned as logically as is possible within the limits of present know- 


ledge of the causes of pruritus. 


A. J. RooK, M.D., M.R.C.P. 
Dermatologist, United Cardiff Hospitals. 


NOTES AND QUERIES 


Treatment of Wounds and 
Abrasions 


Query.—What is the treatment in general 
practice of abrasions, wounds, burns and 
scalds? Is cleansing with ‘cetrimide’ with the 
application of a sterile dressing adequate? The 
local use of penicillin and sulphonamides may 
lead to sensitivity. Aqueous flavine dressings 
stick to the wound and break granulation 
tissue. Oily suspensions of flavines are con- 
sidered ineffective. An occlusive dressing often 
results in a moist soft wound with white ‘dead 
skin’ surrounding it. A gauze dressing which 
may become wet is open to secondary contam- 
inants. Should the blisters raised by burns be 
aseptically opened and drained or preserved 
intact? 


Rep_y.—The best treatment for an abrasion is 
to cover it and a substantial margin with a patch 
of ‘elastoplast’. If it is small, this suffices; if it is 
large and discharge is likely to be copious, a 
pad of wool and bandage over this patch is 
necessary. There is great relief from soreness, 
and the changing of ‘elastoplast’ is quite painless 


as it does not stick to the granulations. Another 
method is with a tulle gras patch and gauze 
dressing over this, and when changing the dress- 
ing, the gauze only should be removed. If 
sepsis occurs, then penicillin and sulphonamide 
can be applied over the tulle gras. 

Wounds should always be stitched when 
possible, by the method of using hypodermic 
needles and fine wires or nylon threads passed 
down the lumen. All wounds are more comfort- 
able and heal quicker when drawn together 
with a stitch or two. Facial wounds need no 
dressings. For small burns and scalds seen in 
general practice, treatment as for abrasions can 
be used, and tannic acid jelly dressings or 
aqueous tannic acid (4 per cent.) to form a 
crust is also an excellent treatment in these 
cases, Blisters should always be aspirated with 
needle and syringe. 

A. Dickson WRIGHT, M.S., F.R.C.S. 


Focal Sepsis 

Query.—Would you inform me if the theory of 
focal sepsis is still considered valid in any 
disease? I repeatedly find ophtha[mic surgeons 
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in particular invoking focal sepsis as an ex- 
planation of some eye conditions. I cannot re- 
call a case in recent years in which a focus of 
sepsis has satisfactorily been demonstrated as 
the cause of the eye condition concerned. 


Rep.ty.—The original notion was that a focus 
of bacterial activity, generally chronic in nature, 
led to an inflammatory complication, remote 
from itself, through a process of toxw#mia. A 
common instance was the occurrence of arth- 
ritis in association with dental sepsis (apical 
abscess). Two new conceptions have tended to 
throw doubt upon this simple view of things: 
(1) Improvement in the technique of blood 
culture, and its more frequent application, have 
shown that a state of bacteri#mia is much more 
common in connexion with a focus of sepsis 
than was formerly realized. (2) Allergy is known 
to be the explanation of many examples of 
inflammatory processes which were, in the past, 
attributed to ‘focal sepsis’. It is probable that 
this latter process is operative in many of the 
eye conditions which are still thought to be 
instances of ‘focal sepsis’. 

Lorp HorDEeR, G.C.V.O., M.D., F.R.C.P. 


Influenzal Myocarditis 


Query.—Is there such a condition as influenzal 
myocarditis? Ten years ago cardiologists were 
stating that such a condition was non-existent, 
but they now seem to be somewhat evasive on 
the subject. During the recent influenza epi- 
demic a farm labourer of twenty-five years, with 
no previous history, developed a typical attack 
of influenza. On the fifth day of the illness 
when he appeared to be convalescent, he sud- 
denly became very dyspnaric and on examina- 
tion had all the signs of right-sided heart 
failure, with pulse rate 120 and regular, raised 
venous pressure, right pleural effusion, en- 
larged liver and peripheral edema; B.P. 110/70; 
urine, trace of albumin; heart sounds normal. 
He was rapidly digitalized and made an un- 
eventful recovery. Subsequent radiography did 
not show any abnormalities. He is now perfectly 
fit and working. There was no change of rhythm 
on digitalization, which seems to exclude auri- 
cular flutter. Would this conform to the picture 
of influenzal myocarditis? 


Repty.—The implication that the standard 
textbooks of cardiology are non-committal with 
regard to the clinical picture, or for that matter 
the frequency, of influenzal myocarditis is true. 
However, there is in fact a considerable liter- 
ature on the subject, and there is no doubt what- 
soever of the existence of influenzal myo- 
carditis. There is no unanimity of opinion con- 
cerning the frequency of involvement of the 
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heart in influenza, as in the past the very diag- 
nosis of influenza was so doubtful as to render 
much of the older literature invalid. Hyman 
(1926) estimates the frequency of myocarditis 
in influenza as between 5 and 12 per cent., but 
opinion differs greatly and varies from being 
extremely rare to being very common. The only 
case reports published so far in which the 
diagnosis of acute myocarditis has been con- 
firmed by isolation of the virus in man are the 
two cases described by Finland et al. (1945). In 
his exhaustive review of the whole subject of 
myocarditis Saphir (1941) states that ‘from the 
reports cited it seems cleai that myocarditis in 
so-called grippe or influenza is extremely rare, 
although myocardial damage, which easily may 
be interpreted as the result of simple cloudy 
swelling, may be encountered clinically’. 
Although histologically many cases are on 
record of myocarditis due to influenza, the 
abnormalities being often comparable with 
those found in severe diphtheritic myocarditis, 
the descriptions of the clinical picture are rare 
and for the most part inadequate. It would seem 
that the most common event is sudden death 
and, although right-sided heart failure and for 
that matter angina pectoris can occur, the type 
of case described by your correspondent must be 
very rare. 
SAMUEL ORAM, M.D., F.R.C.P. 
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Persistent Glossitis 

Query.—I have a patient, age sixty, who has 
suffered from a chronic superficial glossitis for 
eighteen months, and now his wife is developing 
it. Now and again the husband has exacerba- 
tions: the whole mouth becomes sore, the tongue 
badly fissured and his lips swell to several times 
their normal size. He has his own teeth which 
have been examined on many occasions and X- 
rayed, and always found to be satisfactory. 

I have done a blood count, taken swabs, 
treated him for long periods on every known 
drug, such as vitamin B compounds and in- 
jections, riboflavine, ascorbic acid, all the 
vitamins, and antihistaminic compounds. In 
addition, local treatment has been carried out 
with astringents, antiseptics, and dyes; and I 
have altered the pH of his stomach with hydro- 
chloric acid and alkalis. Stilbeestrol has been 
given, and various specialists have been con- 
sulted. The theory upon which they seem to 
work is that the tongue is naturally fissured and 
that soreness is caused by infection, and he has 
been put on chloromycetin, aureomycin, locally 
and systemically, penicillin lozenges, but 
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nothing has made any difference. He lives a 
life of misery, dare not smoke, and meal times 
are an abomination. I have had the water supply 
tested twice and it seems to be bacteriologically 
and chemically pure, although asbestos pipes 
are used. Can you help me? 

Rep._y.—It is assumed that a careful history and 
clinical examination have revealed no evidence 
of organic disease affecting any other part of 
the body, particularly of the gastro-intestinal 
tract. Since the patient has received intensive 
treatment with vitamins and various anti- 
biotics it would seem unlikely that his condition 
is due to a vitamin deficiency or to infection, at 
least an infection amenable to antibiotic therapy. 
Presumably it is quite certain that the clinical 
picture as described was fully developed before 
antibiotic treatment was begun, and that this 
has in no way contributed to the causation of the 
condition. The swelling of the lips suggests an 
allergic condition, but this would seem unlikely 
to be responsible for the fissuring of the tongue. 
No mention is made of his psychological state. 
It would seem that this aspect deserves careful 
consideration. It might also be worth trying the 
effect of nupercaine lozenges and a sedative 
such as phenobarbitone. It would also be de- 
sirable to check the Wassermann reaction. The 
only other suggestion that occurs to me is that a 
thorough micro-biological examination should 
be made of the patient’s mouth. 

Proressor L. J. DAvis, M.D., F.R.C.P., F.R.F.P.S 


Sexual Revulsion after Childbirth 


Query.—A patient of 
normally seven months ago after a normal ante- 
natal period. She is aged twenty-five. Before 
the birth she had a satisfactory sex life which she 
enjoyed. When the baby was three months old 
she begged me to stop her milk as every time 
she suckled the baby it was repulsive to her. 
She was upset about it, realizing the value of 
breast feeding. Intercourse, was im- 
possible for her. I reassured her that her married 
life would return to normal and advised the 
husbend to be patient, and weaned the child. 

Now, seven months after delivery, she has 
had intercourse three times, which she has 
hated. No dyspareunia. No fear of pregnancy. 
She is nervous, with a tendency to weep; she 
eats well, sleeps well. No past history of nervous 
trouble. She is very worried about her mairied 
life as she is an excellent mother and wife. She 
loves her husband, who is very tolerant of the 
situation. 

I have met this condition several times before 
but not in such an exaggarated form. I am giving 
her phenobarbitone, 4 grain (32 mg.) twice 


daily. Can I (1) reassure her that she will return 


mine was delivered 


too, 


AND 
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to normal; (2) try cestrogens empirically? 


Repty.—A condition of revulsion of this type 
suggests that there are more serious factors than 
have been revealed. These may be the result of 
difficulties and ignorance in the patient’s own 
upbringing, or they may revolve around prob- 
lems in the husband’s life, and I should be 
inclined to recommend an even fuller discussion 
with him. A man’s attitude since the birth of 
his child may show more abnormality than is 
readily admitted. 

(1) In the ordinary case these difficulties 
usually clear up, although I admit the severity 
in this instance should make one careful. 

(2) GEstrogens can be tried empirically, but 
the revulsion itself seems so full of some 
emotional upset as to make one guarded in 
giving any opinion as to their efficacy. 

Henry WILSON, M.D., F.R.C.P. 


Hypnosis and Premature 
Ejaculation 


Query (from Pakistan).—I have a difficult case 
of premature ejaculation under my care. After 
reading Dr. Learoyd’s article on ‘Hypnosis’ 
(The Practitioner, 1950, 164, 447) 1 decided to 
try hypnosis in this case but without success. I 
should be grateful for any further advice you 
could give me on treatment. 


Rep.y.—Premature ejaculation is due to over- 
eagerness, sexual obsession, and lack of in- 
hibition. The sexual act should be the result of 
a psychical conflict, which finally results in the 
defeat of the inhibitions in both the male and 
female, more or less simultaneously. ‘The super- 
ficial treatment of this condition is to lessen 
desire with bromides and barbiturates and under 
hypnosis to instil this idea into the patient's 
mind, that the stifling of sexual imagery and 
thought are necessary for the proper culmina- 
tion of the sexual act. Only thus can the 
masculine qualities of nonchalance, superiority 
and that streak of cruelty which characterizes 
the male in copulation be attained. The real 
problem is a deep one and goes back to the first 
days of man when seasonal restraints were not 
enough. So at the second session under hyp- 
nosis it should be reiterated that a course of 
restraints must be imposed, not only in the 
sexual sphere, but in all spheres. To hold one’s 
fire until the right time is not only a military 
necessity but a sexual one also, and the power 
to do so is the result of hard training, and an 
unpleasant and steeling period of restraints 
Gandhi in his ‘Life’ tells us that this was his 
experience, that he had no power until his early 
incontinence was abolished. 

C. G. LREAROYD, M.R.C.S., L.R.C.P. 
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Placental Transmission of 
Penicillin 

PLACENTAL transmission of penicillin has been 
studied by D. K. Kitchen et al. (Antibiotics and 
Chemotherapy, May 1951, 1, 110) in 181 con- 
secutive parturient women. Each woman was 
given an intramuscular injection of 1 ml. 
(300,000 units) of procaine penicillin G in oil 
with 2 per cent. aluminium monostearate as she 
went into labour. Immediately following de- 
livery, which always occurred within fifteen 
hours of the injection, simultaneous blood 
specimens were obtained from the mother and 
the cord, and assayed for penicillin. The follow- 
ing results were obtained :— 





No. of 
non- 
| detectable 


Cord 
penicillin 
serum 
range 
units/ml. 


time 
hours 
after 
injection 


Maternal 

penicillin 
serum 
range 

units/ml. 


Delivery | 


No. of 
patients 





26 *o3-*36 *00-*08 
38 *O3-*73 *0O-"45 
32 03-"70 *0o-* 23 
15 04-°29 "00-09 
17 *04-°68 -oo-* 18 
1s 03-°62 "00-* 26 
7,5,9 23 *03-°67 "0O-"35 
10, 11, 12 11 os-*28 *OO-"12 
13, 14, 15 4 *04-"17 *02-"09 





It will be seen that ‘the cord penicillin appar- 
ently parallels the maternal, but it is at approxi- 
mately one-third the level. Analysis of the cord 
blood data indicates that most favourable trans- 
fer was obtained when the penicillin had been 
injected between 6 and 12 hours prior to 
delivery’. 


Iontophoresis in Ophthalmology 


AccorDINc to V. L. Smith (American Journal of 
Ophthalmology, May 1951, 34, 698), ionto- 
phoresis ‘provides a method of introducing high 
concentrations of many useful drugs into the 
eye’. The preparations that have been used 
successfully in this way include sodium sulpha- 
cetamide, sodium sulphathiazole, sodium sul- 
phadiazine, penicillin (sodium, potassium, or 
calcium), streptomycin (hydrochloride or sul- 
phate), aureomycin borate, and bacitracin. As a 
rule, higher concentrations of the sulphonamides 
and antibiotics can be obtained in the eye by 
iontophoresis than by any of the other common 
routes of administration. For instance, in the 
case of sodium sulphathiazole it has been shown 
that the concentration obtained in the aqueous 
with iontophoresis is three to ten times greater 
than with the corneal bath. A further advantage 
is said to be the absence of toxic effects with 
sulphathiazole by iontophoresis, as compared 
with oral administration. With penicillin ionto- 


phoresis, aqueous concentrations have been ob- 
tained that were four to twenty times those 
obtained with corneal baths, but concentrations 
in the lens and vitreous are too low to be of 
therapeutic value. ‘Very satisfactory intra-ocular 
concentrations’ of streptomycin are said to have 
been obtained by iontophoresis. In the case of 
aureomycin and bacitracin, it is stated that 
‘iontophoresis has yielded some encouraging 
reports but further investigation is necessary to 
establish their clinical value’. 


Purpura Due to Penicillin 


THREE cases of ‘non-thrombopenic purpura as a 
manifestation of penicillin sensitivity’ are re- 
ported by L. H. Criep and S. G. Cohen (Annals 
of Internal Medicine, May 1951, 34, 1219). 


One was a fifty-six year old male who for two weeks 
before admission had received daily penicillin dust in- 
halations for acute bronchitis. Five days before admission 
he had edema of the lips and eyelids. On admission there 
was fever, arthralgia, urticaria, angio-edema of the eyelids, 
lips, hands, and soft tissue swelling about the joints. Four 
days later purpura appeared on the legs, hands and wrists. 
There was no history of allergy, previous penicillin ad- 
ministration or drug sensitivity. Antihistaminics and intra- 
venous calcium gluconate were given, and the purpura 
faded within eleven days. 

The second case was a fifty-one year old male who was 
given an intramuscular injection of crystalline penicillin 
and one of procaine penicillin fourteen days before ad- 
mission to hospital for chronic bronchitis. Nine days later 
he was given another intramuscular injection of procaine 
penicillin. The next day generalized urticaria, swelling o 
the eyelids, and joint pains developed. On admission the 
picture was similar to that in the first case, with purpura on 
the fingers, hands, forearms, ankles and feet. ‘Treatmert 
was similar, and the purpura faded in nine days. 

The third case was a fifty-three year old male who was 
admitted to hospital with acute epididymitis, and was given 
50,000 units of crystalline penicillin intramuscularly every 
three hours for eleven days. Two days later he developed a 
delayed serum sickness type of reaction, and eight days 
later purpura appeared on the hands, forearms and legs. 
There was a previous history of asthma. Antihistaminics 
were given, and the purpura faded on the eighth day. 


‘Hematological studies in all three cases re- 
vealed no platelet deficiency or abnormaiity of 
the bleeding time, coagulation time, prothrom- 
bin time or clot retraction, and the Rumpel- 
Leede tourniquet test was positive in all three 
instances, thus indicating that the etiology of 
this allergic purpura was vascular rather than 
hematopoietic in origin’. 


‘Irgapyrin’ General 
Practice 

Tue value of ‘irgapyrin’ for the relief of 
pain in a number of conditions commonly 
met with in general practice is discussed by C. 
Genewein (Praxis, April 26, 1951, 40, 349). 
It is of particular value in rheumatism affecting 
the joints. The case of a sixty-two year old 
patient with chronic arthritis deformans of the 
spine and severe pain is quoted. Following five 


Therapy in 
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daily injections of 5 ml. ‘irgapyrin’ the patient 
was free of pain, could kneel and bend the body. 
In the neuralgias, too, good results were ob- 
tained, and also in neuritis and lumbago; pain in 
these conditions usually disappeared after 3 to 
5 injections, the number and dosage being 
adapted to the severity of the individual case. 
Of particular interest are two cases of herpes 
zoster, one of which had proved refractory to 
other forms of treatment and responded well to 
deep intragluteal injections of ‘irgapyrin’. In 
less severe cases, or those in which injections are 
impracticable, the drug can be administered in 
the form of dragées or suppositories. 


A Self-Lubricating Syringe 

To prevent sticking of syringes, Allan Bloxsom 
(Journal of Pediatrics, April 1951, 38, 491) 
describes a self-lubricating syringe. The lining 
of the barrel has circular rows of small channels 
or semi-cup-like reservoirs grooved near the 
opening of the barrel. These are designed to 
contain either fluids similar to the one being 
used in the syringe, or a lubricating fluid such 
as glucose or normal saline in the giving of 


transfusions. To load the reservoirs, the syringe 
is held upright and several millilitres of the 
lubricating fluid are drawn past the ring of 
reservoirs. ‘The excess of fluid is then expelled 
from the syringe, leaving two rows of reservoirs 
to lubricate the plunger of the syringe. Models 
have been made in 20 ml. and 30 ml. sizes, and 
the syringe is said to have been found ‘of value 
in anesthetic and pediatric practice’. 
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Antihistamines in Dysmenorrhea 


SUCCESSFUL results in the treatment of ‘very 
severe’ cases of dysmenorrhcea by antihistamines 
are claimed by C. Macpherson (Canadian 
Medical Association Journal, May 1951, 64, 448). 
The treatment was successful in 24 cases, whilst 
partial relief was obtained in two cases. No 
relief was obtained in two cases. ‘My routine is 
to give the patient say a dozen pills or capsules. 
I instruct her to take one every four hours for 
twenty-four hours before menstruation is due. 
If she is unable to predict the period then to 
start immediately she knows menstruation is 
imminent’. Emphasis is laid upon the fact that 
once the pain is relieved, it does not return 
during the current period, so that repeated ad- 
ministration of the drug is not necessary. There 
has been no evidence of loss of potency when 
the treatment has been used in successive 


periods. It is pointed out that patients respond 
to different antihistamines, so that if a given 
patient does not respond to one antihistamine, 
another should be tried. The author does not 
state which particular preparations he used in 


his investigation. 


Evaluation of Migraine Therapy 
EVALUATION of the results obtained by different 
pharmacological agents and by psychotherapy in 
large series of cases of migraine has been carried 
out by A. P. Friedman and T. J. C. von Stroch 
(Journal of the American Medical Association, 
April 28, 1951, 145, 1325). The most effective 
pharmacological agent for relief of the attack of 
migraine was ‘cafergot’ (per tablet, ergotamine 
tartrate U.S.P. 1 mg. and caffeine 100 mg.); 
with this drug, given orally, improvement oc- 
curred in 86 per cent. of cases. Parenteral ad- 
ministration of ergotamine tartrate and di- 
hydroergotamine brought relief in 80 per cent. 
Combinations of caffeine, ‘bellafoline’ and 
ergotamine tartrate (‘gynergen’) used as sup- 
positories were efficient in 76 per cent. of cases 
Vasodilatory drugs (nicotinic acid), sympatho- 
lytics, and simple analgesics were not very 
helpful, but good results with the first two were 
obtained in 39 and 29 per cent. ‘Demerol’ 
(meperidine hydrochloride U.S.P.) brought re- 
lief in 63 per cent. and codeine in 57 per cent 
of cases. Attempts to prevent entirely the oc- 
currence of headache were not highly successful 
but psychotherapy proved the best method 
(effective in 66 per cent.), and maintenance of 
improvement was obtained by this method. The 
sympatholytic drugs showed promise in the pre- 
vention of migraine (so per cent.) but observa- 
tion had not exceeded one year. Intravenous and 
subcutaneous infusions of histamine were effec- 
tive in only 36 per cent. of cases. In conclusion 
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it is stated: ‘. . . the treatment of migraine is a 
complex, individualized procedure . . . the best 
results have been obtained with the use of 
ergotamine derivatives, notably a compound in 
ergotamine and caffeine (‘cafergot’). Prevention 
of an attack is best accomplished by psycho- 
therapy’. The form of psychotherapy used of 
this investigation consisted of ‘analytically 
oriented interviews by trained psychiatrists, 
without, however, any attempt at formal 
analysis. Maintenance of improvement by 
psychotherapy has been sustained over a period 
of two to four years. A large number of these 
patients will respond satisfactorily to the type 
of psychotherapy which is well within the 
province of the general practitioner’. 


Air Sterilization in Infants’ Wards 


THE results of an investigation of the effect of 
air sterilization on cross-infection in infants’ 
wards, carried out at the Bellevue Hospital, 
New York, are recorded by S. Krugman and 
R. Ward (Journal of the American Medical 
Association, March 17, 1951, 145, 775). At the 
beginning of the tests in 1949, triethylene 
glycol vapour alone was used in the test ward, 
another ward, untreated, being used as control; 
later, in 1950, dust-suppressive measures (daily 
mopping with T-13 oil emulsion, 1 part to 10 
parts water, and treatment of all linen, blankets, 
gowns and wearing apparel) were employed in 
addition. The results of test plates for bacteria 
were compared with those obtained in an un- 
treated ward: during the period when triethylene 
glycol vapour only was employed the mean 
number of bacteria recovered from settling 
plates was 152 in the test ward compared with 
170 in the control ward; mean number of 
bacteria per cubic foot of air was 30 in the test 
ward compared with 52 in the control ward. 
When dust-suppressive measures were intro- 
duced in addition, the mean number of bacteria 
recovered from settling plates was 43 in the test 
ward compared with 126 in the control ward, 
and the mean number per cubic foot of air was 
9 in the test ward and 68 in the control ward. 
As regards cross-infection: during the 1949 
period, respiratory cross-infections totalled 10 
in the test ward compared with 31 in the control 
ward; during the 1950 period, however, 20 
cases of cross-infection occurred in the test 
ward compared with 13 in the control ward. In 
the concluding discussion the authors write: 
“The introduction of dust-suppressive measures 
caused a significant and consistent reduction in 
the bacterial content of the air of the test ward 
but it had no effect on the cross infection rate. 
To us this suggests that contact infection was 
probably responsible for most of the cross in- 


PRACTITIONER 


fections and that the air-borne mode of trans- 
mission played a very small part’. 


Human Placenta Therapy of 
Postoperative Fistula 


Tue following technique is described by C. Bono 
and L. di Domizio (Friuli Medico, January- 
February 1951, 6, 137): Human placenta, 
obtained during labour and kept sterile on ice, 
even for six or seven days, is applied to the 
fistula or wound and is renewed once a day or 
more frequently. The placenta either ‘grows in’ 
the surrounding granulation tissue, or it is 
absorbed or cast out. In the first case, further 
placenta is added to that already taking well; in 
the second, after thorough cleansing, a fresh 
piece of placenta is applied. 

Four postoperative fistula and three indolent 
wounds were treated by this method, combined 
with penicillin or streptomycin. In all patients 
except one the fistula closed or the wound healed 
in ten to twenty days. No side-effects were noted. 
Although the exact mode of action of placental 
therapy is not known, it is suggested that 
(1) the diseased tissues are biologically stimu- 
lated by the placenta; (2) the fistula is closed 
mechanically by this adaptable and well- 
tolerated method; (3) the placenta may act as a 
true graft. 


Eczema Solare 


IN an article dealing with different types of skin 
affection due to intolerance to light, some of 
which are congenital, familial or allergic, I. 
Dainow of Geneva (Revue Médicale de la Suisse 
Romande, April 1951, 71, 227) propounds the 
view that in eczema solare there is an accumula- 
tion of porphyrins in the organism, through 
insufficient destruction in the liver, so that they 
pass in too great quantity into the blood stream 
and so sensitize the skin. Two cases are cited in 
support of this finding :— 


The first was a ag who had suffered from eczema 


solare for four years. Est'matroa of the blood porphyrin, 
made during an exacerbation, was 3507 per 100 g.; 
hemolytic coliform bacilli were present. “Gantrisin’, in 
dosage of 3 g. per day, was prescribed. Seen two months 
later the skin fad cleared, and there was no recurrence 
during the summer, wh.ich was passed at the 'ake side and 
by the sea in the sun. Estimation of the porphyrin content 
of the blood a month after institution of treatment showed 
a drop to 180y per 100 g@ The second case was a woman 
of seventy who had suffered from eczema solare for a 
number of years. Porphyrin estimation—325y per 100 g., 
and hemolytic coliform bacilli itive. She was put on 
the same treatment regime as the first case and the skin 
c.eared om eght days No recurrence during the summer. 


The success of the treatment is attributed to 
the inhibiting action of the medicament on the 
hemolytic coliform bacilli, which generate 
porphyrins. 





REVIEWS OF BOOKS 


Medical Botany. By ALEXANDER NELSON, 
Pu.D., D.Sc., F.R.S.E. Edinburgh: E. & S. 
Livingstone, Ltd., 1951. Pp. xi and 544. 
Plates 16. Price 30s. 

Ir only this book had been written twenty-five 

to thirty years ago, then those of us who studied 

medicine in Edinburgh might have known and 
remembered a little botany. Our successors are 
indeed fortunate—at least if this book represents 
the type and standard of teaching that prevails 
in the Department of Botany there. This is the 
book for which we have all been waiting—a 
résumé of all that botany has to contribute to 
medicine, therapeutics and dietetics. It has 
taken the botanists a long time to realize that in 
treating medical students in the same way as 
botanists, they gradually 
driving botany out of the medical curriculum 
and inoculating ninety per cent. of doctors with 
an unfortunate and lifelong dislike of the sub- 
ject. There is much, however, in botany which 
is of interest to the doctor if only it is picked 
out and presented in an intelligent manner. 

This, Dr. Nelson has done with complete 

success. There are, of course, errors, but more 

of emphasis and omission than of commission. 

Thus, reference is made to chaulmoogra oil as 

being of ‘great use’ in leprosy, whilst the total 

alkaloids of Kurchi bark are said to ‘act more 
powerfully as an antidysenteric than emetine’. 

No reference is made to the current use of 

khellin in the treatment of angina pectoris, and 

Rauwolffia serpentina is not mentioned at all. 

These, however, are minor blemishes. The book 


professional were 


is one which should be bought by every medical 
student (clinical and pre-clinical), and there will 
be few practitioners who will not benefit from 
a careful study of its fascinating pages. 


Bronchial Asthma: Its Relation to Upper 
Respiratory Tract Infection. By R. J. 
WHITEMAN, Cx.M., F.R.A.C.S. London: 
H. K. Lewis & Co. Ltd. 1951., Pp. xi 
and 184. Price 15s. 

Dr. WHITEMAN’S thesis in this book is that upper 

respiratory tract infections play an important 

part in the asthmatic attacks. He 
therefore treats his cases by bed rest for their 
head and by in- 
halations. With scrupulous attention to detail he 
claims improvement in the asthma in nearly all 
cases. He claims that although bed rest for slight 
colds precaution, it is 
worth it in the long run. No one would deny 
that infection is important in asthma, but to 


genesis of 


colds, by antral washouts 


may seem a tiresome 


suggest, as the author does, that nasal infection 
is the most common cause suggests a rhino- 
logical bias with which most physicians would 
disagree. The value of the book appears to lie 
in demonstrating once again that any novel 
treatment in asthma will achieve good results 
provided it is given with conviction, enthusiasm 
and sympathy. 


Clinical Uses of Intravenous Procaine. By 
Davin J. GRANBARD, M.D., and MILTON 
C. Pererson, M.D. Oxford: Blackwell 
Scientific Publications Ltd., 1951. Pp. 
xii and 84. Figures 8. Price 8s. 6d. 

As long ago as 1909, Bier described the use of 
intravenous procaine to alleviate pain for opera- 
tions on the extremities. History has a habit of 
repeating itself authors of this 
volume rightly quote, the discovery of a new 
technique is often followed by a wave of 
scepticism, only finally to be accepted at a later 
date. This book is a justification of the wide- 
spread value of intravenous procaine, and it is 
to be hoped that it will be read by a far wider 
circle than that of anwsthetists alone, for it is 
comprehensive and valuable. 


and, as the 


In a Harley Street Mirror. By R. Scott 


STEVENSON, M.D., F.R.C.S.Eb. London: 

Christopher Johnson, 1951. Pp. viii and 

278. Price 15s. 
ALTHOUGH Mr. Scott Stevenson has earned an 
honourable niche in the otolaryngological 
hierarchy, it is from this 
written volume of reminiscences that he still 
casts an envious eye upon that other specialty 
which he courted so assiduously in his early 
days journalism. A pen, a 
caustic wit, and an intelligent love of good wine 
and good company are the ideal attributes of 
one who would reminisce, and Scott Stevenson 
has them all. One of the numerous Edinburgh 
contingent that has always provided a leavening 
to the medical life of London, he has, like so 
many of his fellow-Scots, become an ardent 
devotee of the capital of his adoption. His is a 
name which is not unknown in the records of 
The Practitioner, and in his opening chapter he 
devotes much attention to his period on the 
editorial staff. To many, like the 
the first two chapters, dealing with medical 
journalism, the inhabitants of Harley Street 
and his memories of the theatre, will be the most 
enjoyable part of the book, and there will be 
many who will regret that he did not give more 


clear pleasantly 


medical facile 


reviewer, 
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space to these aspects of his career. The final 
two chapters, dealing with lip reading and 
hearing aids, are written with all the confidence 
of an authority on the subject. In between are 
sandwiched a wide variety of reminiscences, 
ranging from war-time experiences in Scotland 
(including the Hess episode) and Gibraltar, 
through bullfights in Spain and electioneering in 
Fife, to cogent pen pictures of leading surgeons 
and laryngologists. The drawings by the author 
add much to the attraction of the book. This is 
an ideal bedside book. 


Selected Writings of Sir William Osler. Lon- 
don, New York, and Toronto: Oxford 
University Press, 1951. Pp. xx and 278. 
Price 15s. 


THESE essays and addresses have been chosen 
by a committee of the Osler Club of London for 
publication in honour of the centenary of Osler’s 
birth. The selection is an excellent one, il- 
lustrating the many aspects of his personality 
and fulfilling its main purpose, which is to give 
the medical student a taste of Osler the essayist 
and historian. Some of his most important 
writings on medical history and on the doctor’s 
vocation are reprinted. The unfinished intro- 
duction to the catalogue of his medical-historical 
library, which is fascinating to read, underlines 
the important part which books played in Osler’s 
life. 


Prostitution and the Law. By 'T. E. JAMEs, 
M.A., B.c.L. London: William Heine- 
mann (Medical Books) Ltd., 1951. Pp. 
ix and 160. Price 21s. 


THE emotional and historical aspects of prostitu- 
tion are adequately discussed in this book, and 
are followed by a well-documented presentation 
of the law in England relating to prostitution 
and kindred matters—procuration, souteneurs, 
and brothel-heeping. Some collateral subjects 
in England, France and U.S.A. are also dis- 
cussed—divorce, nullity, and the economic 
position of married and unmarried women. The 
problem in U.S.S.R. is separately considered. 
It is suggested that if any good would be 
achieved by amendments to the law relating to 
prostitution something as far reaching as the 
indeterminate sentence and a professionally 
trained personnel would be necessary, and also 
further research into the emotional life of both 
men and women participants. It is refreshing 
and instructive to view the problem with a 
single-minded purpose and the clear vision of 
the lawyer. Magistrates, doctors, probation 
officers, social workers and others will study this 
concisely written book with advantage. 
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NEW EDITIONS 

Royal Northern Operative Surgery, by the 
Surgical Staff of the Royal Northern Hospital, 
edited by Sir Lancelot Barrington-Ward, 
K.C.V.O., CH.M., F.R.C.S., F.R.C.S.Ep. (H. K. Lewis 
& Co. Ltd., 90s.) is the second edition of a 
work which first appeared in 1939, so that as 
might be expected many of the chapters have 
been rewritten. Additional chapters on plastic 
and neurosurgery have been added. Operative 
surgery of the whole of the body is covered, with 
the exception of the special branches of ear, 
nose and throat surgery and ophthalmology. 
The illustrations are excellent and informative 
and the printing and paper attractive. The 
practice of describing as a rule only one well- 
tried form of each operation makes this an ideal 
work for the Fellowship candidate and for the 
hard-worked general surgeon as a reference book, 
but its planned brevity makes it less suitable for 
more particular reference. 


Handbook of Diagnosis and Treatment of 
Venereal Diseases, by A. E. W. McLachlan, 
M.B., CH.B., D.P.H., F.R.S.ED. (E. & S. Livingstone 
Ltd., 17s. 6d.). The publication of a fourth 
edition of this already popular handbook is a 
measure of its value. In it is retained the same 
clear presentation of facts, tabulations and 
illustrations so increasingly essential to the 
student of diseases at present showing marked 
decline in incidence and often modification of 
signs and symptoms. A fuller review of the 
undoubted value of penicillin and other anti- 
biotics is included. Perhaps too much space 
is given to gonorrhcea and too little to non- 
specific urethritis, nowadays so prevalent, of 
such variable etiology, and so difficult to treat. 


Bacterial and Virus Diseases, by H. J. Parish, 
M.D., F.R.C.P.ED., D.P.H., in its second edition 
(E. & S. Livingstone Ltd., ros.) contains a 
useful chapter on B.C.G. vaccination, with a 
section on Wells’ vole acid-fast bacillus. The 
methods of immunization for the different in- 
fectious diseases are discussed in detail. Separate 
chapters are devoted to antisera, antitoxic sera, 
antiviral and antibacterial sera, the antivenoms 
and the tuberculins. The technique and tests 
employed in immunization are given in detail. 
Well produced yet moderately priced, this new 
edition is assured of a warm welcome. 


The contents for the September issue, which will contain 
a symposium on ‘Immunization in General Practice’, will 
be found on page lxii at the end of the Advertisement 
section. 


Notes and Preparations see page 203 
Fifty Years Ago see page 209 
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obstinate cases of 
PEPTIC ULCERS, 
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NOTES AND PREPARATIONS 


NEW PREPARATIONS 
COLLIRON is a palatable iron preparation con- 
taining the equivalent of 10 per cent. of metallic 
iron in the form of colloidal ferric hydroxide, 
with traces of copper, cobalt and manganese 
It is stated to be readily assimilated, non- 
constipating, and non-irritating to the gastro- 
intestinal mucosa, and to be ‘particularly well 
tolerated in young children and _ infants’. 
Indications for its use include the hypochromic 
and idiopathic microcytic anemias, anemia of 
post-hamorrhagic anaemuias. 
and in 


pregnancy, and 
Issued in dropper bottles of 1 fi. oz., 
bottles of 4, 8, 40 and 8o fi. oz.; also in the form 
of capsules (metallic iron, 0.048 g.; aneurine 
hydrochloride, 0.4 mg.; nicotinic acid, 12 mg 
per capsule, with traces of copper, cobalt and 
manganese), in bottles of 30 and 250. (Evans 
Medical Supplies Ltd., Speke, Liverpool, 19; 
so Bartholomew Close, London, E.C.1.) 


‘“CREMODIAZINE’ is a pleasantly flavoured sulpha- 
diazine suspension, containing in each household 
teaspoonful (5 ml.) the equivalent of one tablet 
(0.5 g.) of sulphadiazine. Its use is indicated in 
the treatment of pneumonia, 
meningococcal meningitis, urinary tract infec- 
tions, gonococcal, hemolytic streptococcal in- 
fections, and in the prophylaxis of rheumatic 
fever. It is also stated to have been used with 
success in a variety of conditions in pediatric 
practice. Issued in bottles of 4 and 16 fl. oz 
(Sharp & Dohme Ltd., Hoddesdon, Herts.) 


pneumococcal 


DexTRAN-BENGER is a sterile, non-anaphylacto- 


genic and non-pyrogenic, 10 per cent. w/\ 
solution in 5 per cent. dextrose; it is salt-free 
Its use is indicated in the treatment of nephrotic 
«edema and in edema of pregnancy, and it has 
been found to be a useful substitute for plasma 
infusion in the treatment of toxamuia of preg- 
Ltd., Holmes 


nancy. (Benger Laboratories 


Chapel, Cheshire.) 


ENnrepas tablets (each containing 0.75 g. of 
sodium P.A.S. enclosed in a thin protective 
sheath of P.A.S. acid, and coated with chocolate) 
have been prepared for the maintenance of 
blood level of para-aminosalicylic acid (P.A.S.) 
by steady absorption in the stomach without 
causing irritation of the gastric mucosa. Issued 
in bottles of 250 tablets, and 1000 tablets 
(hospital pack). (Antigen Laboratories Ltd., 95 
Great Portland Street, London, W.1.) 
‘HISTANTIN’ CREAM contains 2 per cent. of 
‘Histantin’ brand chlorcyclizine hydrochloride 


in a water-miscible base, and has been prepared 
for use as an alternative or supplement to oral 
administration of the antihistamine compound 
‘histantin’, in the treatment of urticaria, der- 
matitis, insect bites and stings, and skin dis- 
orders of allergic origin. It is issued in collapsible 
tubes of } ounce, and in jars of 1 Ib. (Burroughs 
Wellcome & Co., 183-193 Euston’ Road, 
London, N.W.1.) 


DC(B)I. is 
international 


STREPTOMYCIN SULPHATI now 


available in vials of 1 million 


units (equivalent to 1 g. streptomycin base) 
(The Distillers Company (Biochemicals) L+td., 


Speke, Liverpool 19.) 


MEDICINI 
THE annual meeting of Royal 
Society of Medicine this year, which was held 


ROYAL SOCIETY OF 


fellows of the 


on July 3, was of particular interest for various 
reasons. As 
features of the meeting was the presentation of 


Honora 


usual, one of the most pleasing 


diplomas to those newly elected 
Fellows who could be present. On this occasion 
these included Professor Reynaldo Dos Santos 
of Lisbon, Mr. Zachary Cope, Sir Thomas 
Fairbanks, Sir Gordon Holmes, Sir Henry 


Wade, and Mr. Geoffrey R. Edwards. The 


applause with which Mr. Edwards was received 
as he was presented for his diploma by Sir 
Henry Dale, was tinged with regret, as it marked 
the occasion of his retirement from the secretary - 
ship of the Society. Glowing tributes to his 
outstanding services in this office during more 
than a quarter of a century were paid by Sir 


Dale and by Lord Webb-Johnson, the 


In discussing the annual report, the 


Henry 
President 
President was able to announce that work had 
actually started on the extension to the Society's 
buildings that was to be carried out to house 
the Wellcome Research Library, which is to 
be added to the Society's library as a result of 
the benefaction of £80,000 given by the Well- 
This generous gift is described 
important 


come Trustees 
in the annual report as 
benefaction that the Society has received since 


‘the most 


its foundation’ 


KING EDWARD'S HOSPITAL FUND 
Ir is not generally appreciated that the King 
Edward’s Hospital Fund for London is now 
one of the richest charities in the 
country. At the fifty-fourth annual meeting, held 
at the House of Lords in June, Sir Edward 
Peacock, the treasurer, reported that during 
1950 the total expenditure of the Fund was 
£337,796. Perhaps the most outstanding of the 


medical 


CONTINUED ON PAGE 204 
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Fund’s activities at the present moment are its 
three training The Nurses’ Staff 
College was established two vears ago and is 
going concern which is drawing its 
students from a wide range of hospitals and fully 
justifying the hopes built upon it. The Hospital 
Administrative Staff College is now in existence 
This will provide two types of courses: short 
refresher courses for experienced administration 
officers, and a two-year training course tor those 
proposing to take up this form of work. Finally, 
there is the School of Hospital Catering at St. 
Pancras Hospital which is now ready. What the 
Duke of Gloucester, in his presidential address, 
referred to as ‘the gleaming instructional kit- 
chens and lecture rooms in pastel green’ are in 
close proximity to the large St. Pancras Hospital 
kitchen, towards the re-equipment of which the 
Fund has made a grant of £11,000. 


schemes. 


now a 


THE NUFFIELD FOUNDATION 
I'He sixth annual report, which covers the year 
ending March 31, 1951, demonstrates once again 
with what intelligent imagination the trustees 
are spending the funds at their disposal. During 
the year new grants totalled £336,194, and 
£55,250 was spent on fellowships and scholar- 
ships. A mere recital of the purposes for which 
these grants were made illustrates con- 
vincingly the width and scope of the interests 
of the Foundation rheumatism, 
biological research, sociological research, re- 
search on ageing, and the folk. 
Many practical measures of a fascinating variety 
are also being helped. Among these may be 
mentioned a grant of £1,300 a year for three 
years to the National Gallery Scientific Depart- 
ment; a grant of £300 towards the expenses of 
the Theatre for the Under-Twenties at the 
People’s Palace, Mile End Road, London; and 
a grant towards underwriting the cost of pub- 
lication of the book of essays by go distinguished 
contributors which is being prepared by Dr. 
E. Ashworth Underwood in 
Charles Singer, the medical historian 


most 
research in 


care of old 


honour of Dr 


THE MEDICAI 
HE publishers 
schedule for 


DIRECTORY 


inform us that the annual 
1952 has now been posted to all 
members of the medical profession. Should 
this have been mislaid a duplicate will be for- 
warded upon request. The full names of the 
doctor should be sent for identification. Com- 
mupications should be addressed to: The 
Editor, the Medical Directory, 104 Gloucester 


Place, London, W.1 


PHILATELY HONOURS CHEMISTRY 
ACCORDING to Chemistry Newsletter, a special 
postage stamp issue is to be made this year by 
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the United States Post Office Department in 
commemoration of the Diamond Jubilee of the 
American Chemical Society. The date of issue 
is early September, to coincide with the Society's 
celebrations in New York. 


PUBLICATIONS 

1 Practical Handbook on the Care of the Diabetic 
Child (Behandlung Diabetischer Kinder: Ein 
Leitfaden fiir die Praxis), by Dr. Karla Weisse 
contains the experience gained in the children’s 
clinic at Frankfurt founded on the 
observation of 68 cases of diabetes in children 
The first section is devoted to a description of 
the main children 
In treatment the author is an advocate of the 
free diet of Stolte, on the basis that this allows 
for growth and development and helps in 
resistance to infection. In section 3 the results 
of treatment with free diet and insulin are 
discussed. Charts show the annual growth in 
height diabetic patients 
periods of up to ten years, with satisfactory 
approximation to average normal progress. In 
section 4, technical methods of urine testing 
and blood sugar analysis are given, with notes 
on the different types of insulin. This is a well- 
written and useful handbook for those interested 
in the diabetic child and adolescent. (Stuttgart 
Georg Thieme Verlag, 1951. Pp. viii and 72 
Figures 9. Price DM 4.90.) 


and is 


features of the disease in 


and weight of over 


A Field Pocket Book (Revised). 

Memoranda mainly based on experience in the 
1939-45 War, prepared under the direction of 
the Director-General of Army Medical Services 
supersedes the Pocket Book published in 1944 
Within the compass of some 180 pages, at the 
modest of 4s., It contains an 
amount of succinct and helpful information on 
such subjects as care of the wounded in the 


Surgery 


cost impressive 


forward area; wound shock, resuscitation, and 
transfusion; chemotherapy of battle wounds; 
tetanus; anasthesia in war surgery; treatment 
of wounds at the base; gunshot wounds involv- 
ing bones and joints; plaster of Paris, abdomino 
and 
a useful 


thoracic and mawxillo-facial injuries; burns; 
foot disability in the soldier. There is 
index. (London: H.M. Stationery Office.) 

Expert Committee on Insecticides. Report on the 
Second Sesston.—This, No. 34 in the technical 
report series of the World Health Organization, 
reviews fully the present status of ‘disinsectiza- 
tion’, with special emphasis upon the practical 
aspects of the problem. Thus, full details are 
given concerning ‘disin- 
sectization’ of ships and aircrafts. Incidentally, 
the suggestion is made that sanitary regulations 
governing such routine disinsectization should 


procedures for the 


CONTINUED ON PAGE 206 
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THE CHEMOTHERAPY OF TUBERCULOSIS WITH P.A.S. 


PARAMISAN * CACHETS 


mean efficiency for 
the busy staff 


@ ABSOLUTE FRESHNESS: -pasHers 


@ CERTAIN LIBERATION: ‘pasHers 


@ ACCEPTABLE TO PATIENT: ‘PasHers 


@ IDEAL FOR DOMICILIARY TREATMENT: -pasHers 


‘PPARAMISAN’ +s#:7s 


CACHETS CONTAINING 1.5g. SODIUM para-AMINOSALICYLATE 
MOISTURE-PROOF WRAPS O* 10 IN CONTAINERS OF 100 & 500 ‘PASHETS 


PASHETS ' & *PARAMISAN ' are Trade Marks of 


HERTS PHARMACEUTICALS LTD., WELWYN GARDEN CITY, ENGLAND 
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apply only to ‘areas suspected of being infested 


with insect vectors of disease . to such a degree 
that they represent a danger to other countries’ 
\ large section of the report is devoted to 
detailed specifications for insecticides and their 
formulation. This report should be studied by 
all public health and sanitary officials at home 
(World Health Organization, 


Stationery Office, P.O 


and abroad 
Geneva; H.M 
London, 5 I 


Box 5609, 


1, price 4s. 3d.) 


Pediatrics in the North-Eastern (Aberdeen) 
Region of Scotland.—Supplement No. 1, dealing 
with 1949, brings up to date the original report 
by Professor John Craig and Dr. Joan Burrell 
(see The Practitioner, December 1950, 165, 660). 
In predominantly tabular form it tells a story 
although tuberculosis 


of continued progress, 


continues to be too common a disease, with 117 
respiratory cases, 135 glandular, 37 of bone and 
joints, and 15 abdominal cases. An interesting 
is that 


vears the 


hgures among 


fifteen 


feature of the mortality 


children aged one to most 


common single cause of death is accidents 


(Aberdeen: The University Press, 1951.) 
Royal Free Hospital Department of Rheumatism 

The Annual Report for the year 1950 gives 
some from the 


Department of the fate of persons after discharge 


interesting figures Follow-up 
from hospital. These throw light on the natural 
history of chronic rheumatic diseases and show 
that the prognosis is not necessarily as gloomy 
as some would make out. An account is included 


of various research activities 


The 


Committee for the Prevention of Tuberculosis 


Gesundheitsfiirsorge German Central 
and the German Association for the Welfare of 
Children, in association with the 
Home Affairs, of Labour, and for Refugees, has 
brought out a new journal, Gesundheitsfiirsorge 
Edited by a 
officer of health, it is intended chiefly 
workers, 


Ministry for 


social worker and a_ medical 
for social 
teachers, and 
health. It is published 


monthly, and the subscription rate is DM 2 a 


nurses, midwives, 


medical officers of 
quarter, plus postage. (Georg Thieme Verlag, 
Stuttgart-O, Diemershaldenstrasse 47.) 


Some Special Educational Problems of Physically 
Handicapped Children, the report of an inquiry 
covering 1,928 children, conducted in 1949 by 
the National Association for Mental Health in 
conjunction with the Central Council for the 
Care of Cripples, states that there is a tendency 
to regard the children as dull, simply because 
their education has been retarded through their 
infirmity and they are backward at reading or 


PRAC 


ITIONER 
figures. Once this backwardness has been over- 
come, 59 per cent. prove to be of average, or 
Lach of 


appreciate the 


average, intelligence 
skilled to 


disabled 


even above 


teachers sufficiently 


needs of physically children of high 
intelligence may prejudice their chances in life 
The interest and value of the report are enhanced 
by tables, graphs, and illustrative case histories 
(Obtainable from National 
Mental Health, 39 Queen Anne Street, London, 
W.1, or Central Council for the Care of Cripples 


S.W.1 


Association for 


34 Eccleston London price 


2s. 6d.) 


square 


Index Medicus Danicus, published quarterly by 
the Library Medical 
Department, Copenhagen, and edited by A. G 
Drachmann, PH.D., 
tributions to 


University Scientific and 
indexes the important con- 


medical research by Danish 
authors. The titles are given in their original 
language, and a brief note in English indicates 
the scope of each article. Entries are by subject, 
and each issue contains a subject and an author 
index. Price 25 Danish crowns a year. (Univer 
sity Library Scientific and Medical Department, 
Nérre Allé 49, Copenhagen N; Ejnar Munks 


gaard, Copenhagen.) 


Ietion 


C‘ampagnes, 


Lutte Antipalludique par les Insecticides a 
Rémanente: Résultats des 
by E. J. Pampana, originally 

Bulletin de l’ Organisation Mondiale de la Santé, 
malaria-control 


Grandes 
published in 
surveys large-scale campaigns 
carried out with residual DDT in Africa, 
America, Asia, Italy, Portugal, 
Yugoslavia, and evaluates the 


Greece, and 
results obtained 
on the basis of malaria indices, morbidity and 


mortality figures, and cost. Ceylon was the 
first country in Asia to undertake DD'T-spraying 
on a national scale, as a result of which infant 
mortality in 1949 was only 62 per cent. of what 
1946. The 

and a 


(Organisation Mondiale de la Santé, 


it was in monograph includes a 


bibliography summary in English 
Palais des 
Nations, Geneva. 1951. Price Sw. frs. 4; London 


H.M. Stationery Office.) 


The Sober Truth: Alcoholic Realities, by Lincoln 
Williams, M.R.C.S., L.R.C.P., gives a brief pre- 
sentation of the problem of alcoholism in its 
personal, domestic, social, and legal aspects, and 
discusses the effects of alcohol on the body and 
mind. Whilst ‘antabuse’ other medical 
treatment is merely mentioned, {lcoholics 
Anonymous have a whole chapter to themselves. 
This little book is intended 
layman, who will appreciate its sympathetic and 


and 


mainly for the 


practical attitude. (Edgar Backus, 71 London 


Road, Leicester, price 6s.) 





NOTES AND 


Feet and Footwear gives an analysis of replies 
by school medical officers and orthopedic sur- 
questionnaire on children’s shoes 
Health Educational 
Bureau, from which copies of the leaflet may 
be obtained. (121 Ebury Street, London, S.W.1.). 


geons to a 


sent out by the Foot 


Journal of Der matology We wel 
dated March 1951, of this 
published by the Dermatological 
Association of Australia (B.M.A.), and edited 
by Dr. Adrian M Sydney. It is 


attractively 


lustraltan 
come the first issue, 


journal, 


Johnson of 
and its contents include 
Dermatology and the 
John T. Ingram of 
and papers dealing with 


produced 
an article on Under 
graduate’, by 


symposium on warts 


Leeds, a 


psychosomatic factors in dermatology, external 


irritants in facial dermatitis, and tropical 


lichenoid dermatosis. This journal, which is to 


be issued twice yearly, will help to create for 


\ustralia an increased stature in world der- 


(Editor's address: i185 Macquarie 


N.S.W Australia.) 


matology 


Street, Sydney 


NOTICES 


(yanamid Products Ltd All divisions of this 
Company on July 16 moved to North West 
Wing, Bush House, Aldwych, London, W.C.2 
lelephone: ‘Temple Bar 5411.) 

Health and Hygiene 
‘The next bi-annual course of instruction for the 
Certificate in Public Health and for the Dip- 
loma in Industrial Health (Part I) will begin on 
October 5 obtained from the 
London, W.1 


Royal Institute of Publi 


Details may be 
Secretary, 28 Portland Place 
ATIONS 

Cross-Infection im Hospitals, 
Memorandum 


OFFICIAL PUBLIC 
The ( ontrol f 
the Medical Research 
No. 11 (revised edition, 1951) by the Council's 


Council 


Cross-Infection in Hospitals Committee, 1s a 
publication which should be prescribed reading 
for hospital administrators, doctors, students, 


and nurses. Cross-infection continues to be 


a steady drain on the hospital purse and 


efficiency, and every hospital should have a clear 


idea of its working procedure in the control of 
such infection Ihe memorandum discusses 
cross-in 


and the 


the prevalence and consequences of 


fection, its prevention and control, 


procedure following the occurrence of infection 


in a ward Appendices deal with, among 


others, disinfection and sterilization, isolation 
nursing in cell or open ward, precautions for 
ind rules for a ward dressing 
4-page bibliography 


Stationery Office, price 1s. 9d 


maternity units, 
team, and there 
(London: H.M 


net.) 


is a 


PREPARATIONS 


Workers in 
Minister of 
makes 


Report of the Committee on Social 
the Mental Health Services to the 
White 


meet the 


Health, published as a Paper, 


recommendations to shortage of 


trained social workers in every branch of the 
mental health 


profession of social work should be offered a 


services: new entrants to the 
general training, linking academic and practical 
work at university level, and psychology should 
be taught in its application to the living situa- 
tions which the candidate is likely to meet im 
work. Additional mental 
health courses should be established. As there 


her daily university 
are no standardized training courses except for 
psychiatric social workers, appropriate courses 
should be organized as soon as possible. Ameri- 
can experience has shown in-service traiming to 
be a valuable educational work. Discussing the 
role of the employing authorities, the com- 
mittee feels that early developments must take 
place if the Service is to maintain its efficiency, 
links between 


mental hospitals and local health and education 


and stronger must be forged 


authorities, and the patients against the home 


background. (London: H.M. Stationery Office, 


price ts. 6d.) 


OFFICIAL NOTICES 


On June 22, 1951, the 


Regulations, 


Notification of Le pros) 
Public Health 


came into force, whereby it is laid down that 


(Leprosy) 1951, 


every medical attending on or 
called in to visit a patient suffering from leprosy 


in any building used for human habitation shall, 


practitioner 


as soon as he becomes aware that that person ts 
so suffering, or if he is so aware at the date of 
the coming into operation of these regulations 
forthwith, send to the Chief Medical Officer of 
the Ministry of Health a certificate in the form 
set out in the schedule to these regulations’. In 
a covering note, two reasons are given for this 
rather unusual procedure of direct notification 
to the Ministry 
(2) to ensure that every 


(1) the maintenance of strict 


secrecy ; patient with 


leprosy in this country receives the benefit of all 


recent advances in therapy. Simultaneously with 
the enactment of these regulations, an Adviser 
in Leprosy has been appointed by the Ministry 
He is Dr. R. G. Cochrane, the newly appointed 
medical secretary of the British Empire Lep- 
rosy Relief Association, 167 Victoria Street, 
London, S.W.1. Dr. Cochrane’s 
now available to any practitioner who may need 
advice on the diagnosis and treatment of leprosy 
A hospital especially adapted for the reception 
of leprosy patients is also about to be opened in 
Reigate, Surrey. This hospital will be run in 
close conjunction with the Hospital for Tropical 
Diseases. 


services are 


THE PRACTITIONER: 90 Years Ago. See page 207 
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dysmenorrhoea 


out of 
every 10 received 
the relief they sought 


* We use it [Edrisal] with the knowledge 
that 9 out of 10 sufferers 

will get the relief they 

seek, and that without 

loss of time they can 


return to the production 





line in complete comfort.” 


Iwo studies* amongst factory and office workers menstrual period but also combats the accom 
revecled that with ‘ Edrisal’ nine out of every ten panying psychic depression. In primary dysmen- 
dysmenorrhoea sufferers received the relief they orrhoea the best results are usually obtained with 
sought. The analgesic properties of ‘ Edrisal’ are a dosage of two ‘ Edrisal’ tablets, repeated every 
enhenc:d by the unique anti-depressant proper- three hours, if necessary. Samples are available 
ties of its ‘Benzedrine’ component. ‘ Edrisal’, on request 

therefore, not only relieves the pain during the Industr. Med., 15, 262. 1946; 15, 679, 1946 


E D R | $ A L Its dual action relieves pain . . . elevates mood 


MENLEY & JAMES, LTD., 123 COLDHARBOUR ANE LONDON 


i 
ESP4I for Sm Kline & Fre Internat ( ner of the trade marks * Edrisal’ and ‘ Benzedrine 
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fifty Bears Ago 


that the bones which thou hast broken may rejoice’ 


AUGUST 


(He Tuberculosis Congress, announced in the 
Editorial last month, ‘is still sitting, but prac- 
tically “‘it’s all over except the shouting’. It has 
been a brilliant success, both from the scientific 
and the social point of view; and except for one 
or two trivial incidents such as mevitably occur, 
as if to try the good temper of the organisers, 
It would be ask- 
that 


everything has gone smoothly 
ing too much of human nature to assume 
everyone is satisfied there must always be a 
few who have had no opportunity of shining or 
failed at the 
critical like 


successful actors, blame the management, or the 


whose illuminating power has 


moment, and these naturally, un- 
active jealousy of unscrupulous rivals, or the in- 


appreciative audience—everything and every- 
but themselves’. ‘The 
in the Editor’s opinion 

in the history of 
that of the 


‘To those who 


body most notable event 


of the Congress 
that will make it 


‘one 
memorable 
human 


medicine, and, perhaps, in 


race’—was Robert Koch’s address 
could read between the lines it was clear enough 
from the abstract of his 
in before the meeting that he intended to startle 
The document, 


address which was sent 


the scientific world in some way 
however, was drawn up in terms so cryptic that 
it was impossible to conjecture whether it was a 
new infallible for 
to be offered to the Congress 


new bacillus or a cure con 
sumption that was 
No one had any idea of what was coming, and 
the fell like a bombshell 
among the audience Professor Koch, in 


dition to his many great endowments, evidently 


theretore address 


ad- 


possesses in a high degree the special talent of 
He knows how to prepare a 


the stage manager 
thrilling situation 
the 


Anvone who remembers the 


first mysterious hint of a 


way in which 
specific for tuberculosis was given at the Inter 
national Congress held in Berlin in 1890, and 
how the flame of curiosity and anticipation was 
skilfully kept alive till the great * carne 
ind the birth of Tuberculin was announced to a 
world on the tiptoe of expectation 
sensationalism there is in 


The new 


boom’ 


knows what 


a master of scientific 
Professor Robert 
was introduced with a “‘boom”’ similar in kind 
but much milde1 in degree. With admirable tact 
it was presented almost apologetically, as if by 
way of compensation for the failure of the 
original remedy If he felt burdened with the 
weight of a vital truth, could he not have de- 
livered his message with less of the trumpeting 


Koch Tuberculin 


Book of Common Praver 


The 


Igo! 


and Ovez! Ovez! of the herald Coming 
from a man whose statements still carry a large 
measure of authority, the new doctrine preached 
by him will be accepted with unquestioning and 
unreasoning belief by a considerable proportion 
of the medica! profession and by the mass of the 
And the 


so often led us astray! 
this 


laity as the utterance of an oracle 


oracles of medicine have 
Ihe 
month are 


Henry Hugh 


Original Communications’ 
devoted to the 


Clutton 


tour 
subject of fractures 


eponymously com 


Robert Koch (1843-1910) 


Jot begin 


X-ray 


Fractures 


memorated throuwl ( lutton 


his article rhe Influence « on the 


Diagnosis and ‘Treatment of on 


characteristic note It may be stated without 


tear of contradiction that the advantages which 


the X-rays 


their patients 


conferred surgeons and 


the 


nave upon 
draw backs 


ot labour 


outweigh which 


generally accompany any means 
Clutton’s 
linked with St 


Hospital, where he began his medical 


saving machinery protessional 


career was intimatel) Chomas’s 


studies im 
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Firry Years AGo—continued 

1872. He was appointed Assistant Surgeon in 
1878 and Sir William H. 
Bennett, K.C.V.0., Senior Surgeon to St. 
George's Hospital, takes as his subject ‘On the 
Use of Massage, Early Movements, and Posture 
in the Treatment of Recent Fractures’; C. H. 
Golding-Bird, Surgeon to Guy's Hospital, dis- 
“The Operative Treatment of Simple 
Fractures’; and J. E. Platt, m.s., § Senior 
Assistant Surgeon to the Manchester Royal In- 
firmary, ‘Recent the 
Diagnosis and Treatment of Fractures of the 
Upper Extremity’. It is interesting to note that 
what generally known 
fork’ deformity of a Colles’ fracture was in those 


Surgeon im ror. 


F.R.C.S., 


cusses 
.R.C.S., 
Advances in 


deals with 


is now as the ‘dinner- 


more aristocratic days referred to as the ‘ silver- 
fork’ deformity. ‘A Medico-Literary Causerie’ 
tells the story of Henrietta of England, Duchess 
of Orleans, which remains one of the mysteries 
of history. “The story may serve as an illustration 
at once of the readiness with which the deaths of 
prominent personages were in the seventeenth 
century ascribed to poison, and of the ignorance 
of the medical profession of that day in regard 
to the effects either of disease or of poison on the 
human organism’. The anonyrrous writer calls 
the history of her last illness typical of a per- 
forated gastric ulcer. ‘Her strength had been re- 


TITIONER 


duced by rour pregnancies and by the fatigues of 
fashionable life’. 

and the Dietetics’ by 
Robert Hutchison is described as an 
treatise’ by Sir Humphry Rolleston 
practitioner of medicine will be the wiser and 
better equipped after its perusal’. The author's 
‘style is easy and attractive, his meaning and 
reasoning clear and full of common sense, and 
his references sufficiently copious without tiring 
the reader’. Of E. Hurry Fenwick, author of 
‘Ulceration of the Bladder: Simple, Tubercu- 
lous and Malignant,’ ‘M’ writes that he ‘has an 
his 


‘Food Principles of 
‘admirablk 


‘every 


unusually well stocked vocabulary’, but 
attitude towards some of his views is ‘that of 
healthy but tolerant sceptism’ 

According to ‘Practical Notes’, P. J. Mébius, 
remembered by his sign in exophthalmic goitre, 
a subject of severe 
which has been 


found that a 


for years been 


abdo ninal 


‘who has 
attacks of 
dia mos “d 
form of massage of the liver is the most satis- 
for the the 


believes 


pain 
as due to gallitones, 


treatment prevention of 
He that many 

are dependent upon insufficient 
movement of tke diaphragm. Diaphragmatic 
breathing normally tends to favour the flow of 
the bile; and if it is insufficient the bile tends to 


W.R.B. 


tactory 
attacks cases of 


gallsto es 


stagnate’ 


One of Britain’s 
great Surgeons 


We have only to mention ‘antiseptic surgery’ and 


you have the name at once—LORD LISTER. We 
are proud to remember that we (Emanl.) SHRIMP- 
TON & FLETCHER, made his needles for him and 
were even entrusted to prepare some of his sutures 


Today we wish to bring to your notice our 


ry 
wads | 
HYPODERMIC 


CW EMI Stninges 


These fine syringes are individually catibrated and 
the fused graduations are permanent. Careful 
matching OF EACH BARREL AND PLUNGER, 
together with precision-ground surfaces, ensures a 
perfect ‘wet seal’ unattainable with smooth surfaces. 
Repair service available. 





Made by 
Shrimpton and 
Fletcher Ltd 

Redditch 


Sizes up to 20 ml. 


From Wholesale Surgical Instrument Houses 





ANNOUNCEMENTS 


renalal rns 


It is now generally recognised that dietary supplementation 
with vitamins, bone-forming minerals and haematinic factors is 
essential during pregnancy and lactation. PRENATAL 
CAPSULES Lederle have been designed to provide these three 


groups of substances for the pregnant and nursing mother. 


Formula: 

Vitamin A. 2,000 Im. Units: Vitamin D, 400 Im Units 

Thiamine Hydrochloride (B,). 2 mg Riboflavin (B,) 

Niacinamide, 7 mg.; Ascorbic Acid (C). 35 mg. : Calcwn - p 
a 

(In CaHPO,), 250 mg. ; Phosphorus (In CaHPO,), 190 mg ys — 

Ub ae 
y— : 7 


Dicalcium Phosphate Anhydrous («CaHPO,) 


6 me Ferrous Sulphate 


869 mg Iron (In FeSO, 


Exsic., 20 mg.; Manganese (In MnSO,) 


Prescribe Prenatal carsuis LECER.E During Gestation and Lactation ! 


Packages : Bottles of 30 and 100 


LEDERLE LABORATORIES DIVISION 
Cyanamid Products Y Vd. 


WORTH WEST WING © BUSH HOUSE * ALOWYCH * LOnoEenN 
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ST. ANDREWS HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND MENTAL DISORDERS 

President— THe Most Hon. Toe MARQUESS OF EXETER, K.G., C.M.G., A.D.« 
Medical Superintendent-THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M 
his Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are 
uttering from incipicnt mental disorders, or who wish to prevent recurrent attacks of mental trouble; temporary 
patients, and certified patients of both sexes are received for treatment. Careful clinical, biochemical, bac 

eriological and pathological aminations. Private rooms with special nurses, male or female, in the Hospita 
rin one of the numerous vil!as in the grounds of the various branches can be provided 











WANTAGE HOUSE 


Chis 1s a Reception Hospital in detached grounds with a separate entrance, to which patients can be ac 

utted. Itis equit i with all the apparatus for the complete investigation and treatment of Mental and Nervous 
Disorders by the most modern methods; insulin treatment is available for suitable cases. It contains special 
jepartments for hydrotherapy by various methods, including Turkish and Russian baths, the prolonged immer 
sion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombiéres treatment, & here is an Operating 
Theatre, a D ! Surgery, an X-Ray Room, an Ultra-Violet Apparatus, and a Department for Diathermy and 
High-Frequency treatment It also contains Laboratories for biochemical acterwological, and pathologica 
esearcl Psvchotherapeutic treatment 1s employed when indicated 


MOULTON PARK 


lL we les trom the Main Hospital there are several branch establishments and villas situated in a park an 
arm of 6s0 acres. Nlilk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and 
rchards of Moulton Park. Occupational therapy is a feature of this branch, and patients are given every facilit 

occupving themselves tn farming, gardening, and fruit-growing 


BRYN—Y—NEUADD HALL 


Ihe seaside house of St. Andrews Hospital is beautifully situated in a Park of 330 acres, at Liantairfechas 
swmidst the finest scenery in North Wales. On the north-west side of the Estate a mile of sea coast forms the 
boundary. Patients may visit this branch for a short seaside change, or for longer periods The Hospital has its 
wn private bathing house on the seashore Chere is trout fishing in the par 

At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tenn 

yurts (grass and hard courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have 
heir own gardens, and facilities are provided for handicrafts, such as carpentry, &« 
For terms an¢ further particulars apply to the Medical Superintendent (Telephone: No. 4354, three line 
} 


Northampton), who can be seen in London by appointment 





WYKE HOUSE. ISLEWORTH 


MIDDLESEX. EALing 7000 


A Private Hospital for individual treatment of all forms of Nervous 

and Mental Illness, including Alcoholism. Uncertified and certified 

patients are admitted. This well-known Home for Men and Women is 

surrounded by attractive and secluded grounds, and all recognised 
treatments are available. 

H. PULLAR-STRECKER, M.D G. W. SMITH, O.B.E., M.B., Ch.B 


Cestra Mask 


SURGECNS and NURSES 
BACTERIOLOGICALLY TESTED AND SPECIALLY DESIGNED 
FOR THE PREVENTION OF DROPLET INFECTION 


After many bacteriological experiments this mask was designed to 
arrest all droplets from the mouth and nose, and so to prevent 
contamination during operation The Cestra Mask consists of 
4 layers of Fine Dental Gauze it fastens secu.ely under the chin 
has an air gap at the sides, is comfortable to wear for long periods 
and may be easily sterilized 

Obtainable from Chemists and Medical Sto 


res 
London Office: King’s Bourne House, 229/231 High Holborn, LONDON, W.C.1 











Made by : Robinson & Sors 
Ltd., Wheat Bridge Mills, 
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Voluntary, 





THE OLD MANOR, SALISBURY 


A Private Hospital for the care and treatment of those of both sexes suffering from 
Mental Disorders 


Numerous detached villas standing in extensive ornamental grounds containing hard 
and grass tennis courts, croquet ground, cinema, cricket and football ground 


Vegetables and flowers from own gardens 


CONVALESCENT HOME AT BOURNEMOUTH 


Detached villas in beautiful grounds of nine acres with tennis courts and adjoining 
golf course 


Temporary and Certified patients are accommodated at both branches 
of the hospital and suitable patients may visit the convalescent home by arrangement 
for long or short periods 


ilustrated brochures on application to the 


Medical Superintendent, The Old Manor, Salisbury 
Telephone Salisbury 3216 7 














IN SAFE HANDS 


Ihe man who has appointed the Westminster Bank 

» be his Executor or Trustee can, with truth, say 
that the well-being of his family will be in safe hands 
[he Bank will carry out his wishes faithfully, bringing 
to its task a fund of business experience beyond that 
possessed by any private individual; it will administer 
its trust with complete integrity; and—more impor- 
rant, perhaps, than any of these—it will at all times 
show a very sympathetic consideration towards those 
whose affairs are left in its hands. Inquiries will be 


welcomed at any of the Bank's branches 


Ww E STMINSTER BANK LIMITED 


¢ Department: $3 Threadneedle St., London, EC 2 





‘If there’s one to spare, Nurse’ 


He knows that after a tiring day Bourn-vita | 
just right for inducing complete relaxation and 
sound sleep. Doctors and patients alike enjoy 
the benefits of this nightcap drink. 


sleep sweeter- 
Bourn-vita 


Made by Cadburys 








THE PRACTITIONER 


ASPIRIN is an acidic substance, sparingly soluble. 
DIS PRIN _ is neutral, stable, soluble-and palatable. 


Che reasons for preferring calcium aspirin to 


aspirin lie chiefly in the fact that it is a neutral, 


soluble and bland compound, whereas aspirin 
is acidic, sparingly soluble and may act as 
a gastric irritant. 


But calcium aspirin has a defect Extended clinical trials show tha 
of its own—chemical instability; | Disprin in massive dosage, even 
and in comsequence attempts to | over long periods, can be tolerated 
manufacture it in the form of tab- | without the development of gastric 
lets that could be depended upon or systemic disturbances except in 
to remain free of nauseous break- cases of extreme hypersensitivity 
down products, under reasonable 

conditions of storage, have hitherto 

met with little success. These 

difficulties have now been over- 

come. ‘ Disprin,’ a stable, tablet 

preparation, readily dissolves to 

yield a substantially neutral and 

palatable solution of calcium aspirin 

that can be prescribed in all con- 

ditions in which acetylsalicylate 

administration is indicated. 


DIS PRIN 


Neutral, stable, soluble, palatable calcium aspirin 





On prescription Disprin is free of Purchase Tax 


Clinical sample and literature supplied on application 


RECKITT #& COLMAN LTD., HULL AND LONDON (PHARMACEUTICAL Derr HULL? 
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28 years 


available for selected short service officers. 


civil hospitals, etc 
5.W.) 





ROYAL NAVAL MEDICAL 


Candidates are invited for service as Medical 
They must be British subjects whose parents are British subjects, 
No examination will be held but an interview will be required 

short service after which gratuity of £600 (tax free) is payable, 
Officers entered on or after Ist january, 1951, will 
be eligible to be considered for ante-dates of seniority up to 2 years for service in recognised 
FOR FULL DETAILS APPLY MEDICAL DIRECTOR-GENERAL, ADMIRALTY 


NJ y ~~ 
SERVICE 

Officers in the Royal Navy—preferably below 
and be medically fit 
Initial entry will be for 4 years 
but permanent commissions are 
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Vitaminised 


A vitaminised form of Entrosaly! (Standard) capsules 
incorporating the addition of vitamins B,, C, K and 
PP to the normal 0.50 G. sodium salicylate. 


For use in all cases in which high doses of sodium 
salicylate are necessary particularly in the active 
treatments of acute articular rheumatism, poly- 
arthritis, lupus erythematosus and carditis. 


In packings of 50 capsules and tax free dispensing packs 
of 200 and |,000 capsules 


Literature and samples on request 


CONTINENTAL LABORATORIES, LTD 


10! Great Russell Street, London, W.C.| 


Telephone: MUSeum 2042-3 + Telegrams: Taxolabs, Phone, London 














Chewing Gum 


simplifies the treatment 


Prolonged local medication against penicillin-sensitive organisms, 
within the buccal cavity, is attained, easily and effectively, by the 
use of Chulin (Penicillin Chewing Gum Aa&H). The penicillin, 
incorporated in a new, improved and palatable mint-flavoured 
base, is brought into intimate contact with infected surfaces, 
providing an effective concentration of penicillin in the mouth for 
three to four hours. 

Chulin is the simplest way of treating Vincent's infection, tonsillitis, 
pyorrheea and other oral infections due to penicillin-sensitive 
Organisms. 

One day’s effective local penicillin therapy 


with 3 pieces 


CHULIN 


Trade Mark 


(PENICILLIN CHEWING GUM A«&H) 











